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ABSTRACT 

This guide for condom availability programs provides 
information on how to build support for school-based condom 
availability programs. Chapter One explains why such a program is 
important. It examines behaviors and risks of sexually active 
adolescents, presents strategies for risk reduction, and discusses 
condom availability and use. Chapter Two discusses how to design a 
proposal, develop an action plan, and handle community reactions and 
media coverage. Chapter Three focuses on building community support, 
designing a community education campaign, working with the press, 
sponsoring public meetings, and responding to the opposition. Chapter 
Four discusses the condom availability program design team, how to 
design the program, staffing and training, student education and 
counseling, parent involvement, condom purchasing information, and 
budgets and financing. Chapter Five concentrates on program 
evaluation. Chapter Six focuses on legal issues, the school board* s 
authority, parents' rights, and students* rights. It discusses such 
legal issues as condom failure and product liability, mandates for 
sexuality education, health services in the school, consent, and 
criminal liability. Pending cases on condom availability are 
summarized and legal principles supporting condom availability are 
reviewed. Chapter Seven presents case studies of three condom 
availability programs. Chapter Eight discusses school-based health 
center programs. Chapter Nine provides information on relevant 
organizations, books and reports, and articles. (NB) 
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The Guide for Condom Amikd^Uity Programs provides information on how 
to build support for a new idea, school-based condom availability programs. It 
is important for program planners to remember that it will take time for the 
public to embrace this innovative response to problems resulting irom sexual 
activity among adolescents. 

Overcoming Denial 

Adults are ambivalent and anxious about the idea of teenagers involved in 
sexual relationships — so anxious, in fact« that society overall has yet to 
acknowledge that young people arc reaching sexual maturity at yovmger ages, 
at a time when we are asking them to postpone sexual activity until they 
complete more years of education. We acknowledge and are concerned that the 
electronic age gives teenagers information unimagined by many of us in our 
youth. Yet, overwhelmed, we collectively deny that adolescents experiment and 
take dangerous risks including engaging in unprotected sexual intercourse. 

People need accurate information to help them face these truths and work 
toward solutions. When adults read that over one million young women become 
pregnant each year and that one-in-four high school seniors will have a sexually 
transtnitted disease before he or she graduates, the illusion that teenagers are 
abstinent quickly vanishes. When they learn of the increasing prevalence among 
young people of HIV, the deadly virus that causes AIDS , adults should reexamine 
policies that deny teenagers access to information ab<>ut health and sexuality, 
and to contraceptives that help protect them from diseases. 

That schools are an appropriate place to make condoras available is an even 
newer idea than comprehensive health education and services linked-to or 
based-in schools. Yet, at this writing, six major metropolitan areas make 
condoms available on a school- or district-wide basis. Many other school boards, 
alarmed by the prevalence in their communities of adolescent prt^mancy and 
sexually transmitted diseases, are considering such plans. 

Building Support 

Some people need more time than others to consider new ideas. Some wL^l 
never be convinced that the time has come for nationwide, school-based condom 
availability programs. However, no policy, educational or otherwise, ever has 
^ 100 percent of the public's support. 

The Guide for CondomAiKdlabtUty Programs helps ofilcials and community 
organizations gain public support for school-based condom availability by 
providing information on why such a program is important {Chapter One: 
MaJdng the Case) and how to work with the community to gain its support and 
involvement [ChapterThree: Wbrldng with the Corruramity). The Guide also helps 
officials in developing the policy {Chapter Tux): Developing Policy) and in 
designing a condom availability program [Chapter Four: Designtng aProgranii. 
To reinforce effective program design. Chapter Five: Etxjduation Strategies 
discusses setting of goals and objectives as well as evaluation strategies for 
measuring effectiveness, and Chapter Six: Legal Issues presents legal consider- 
ations. Chapters Seven: Three Case Studies. Eight CondomAvailabiltty Through 
SchoolBasedHealthCenters ondNine: Resource Ust provide concrete examples, 
experiences and information regarding the planning and implementation of 
condom availability programs nationwide. 
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INTRODUCTION 



The Center for Population Options(CPO) believes that young people can 
more effectively plan their futures and attain their life goals if they are healthy, 
both emotionally and physically. Comprehensive health services. Including 
information and assistance to help them prevent too-early chlldbearing and 
infection with sexually transmitted diseases, including HIV, are vital to achiev- 
ing that end. Access to age-appropriate information, family planning services 
and guidance in decision-making skills building are all necessary to help young 
people reach their potential. Condom availability programs can be part of a 
comprehensive plan to meet these needs and prepare young people for a healthy, 
productive future. 

As adults we must set aside our anxieties and our denial and honestly 
confront the issues surrounding adolescent sexuality. We owe that to our 
children. 



Margaret Pruitt Clark, Ph.D. 
Executive Director 
The Center for Population Options 
April 1993 
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CPO 1993-ATrACHMENT II.B 



CITIES OR SCHOOLS WITH SCHOOL CONDOM AVAILABIUTY PROGRAMS 

kJentifled, as of 2/18/93 



SchooMSasad HaaKh Cantara Programs Implamantad 

Nationaify, CPO astimates that ovar 50 school-basad dinics health make condoms avaOabte to sexually 
active students, indudlng: 



Uttia Rock (AR) 
Chteago (IL) 
Baltimore (MD) 
Portland (OR) 
Minneapolis (MN) 



Philadelphia (PA) 
Cambridge (MA) 
Los Angles (CA) 
Quincy (JFL) 
Miami (PL) 



Dallas (TX) 
New York City (NY) 
Portsmouth (NH) 
Culver City (CA) 



Schod-wkia or district-wkJa programa implamantad 



Falmouth (MA) 
NewYoricCity (NY) 
Philadelphia (PA) 



Martha's Vineyard (MA) 
Commerce City (CO) 
Hatfieki(MA) 



Los Arigeles (CA) 
Washington pC) 
Santa Monica (CA) 



Programs approved and being dasignad 



Seattle (WA) 
Newton (MA) 
Brookline (MA) 
Provincetown (MA) 
Hoiden (MA) 



Chelsea (MA) 
Somen/ille (MA) 
Sharon (MA) 
Uncdn/Sudbury (MA) 



San Francisco (CA) 
Northboro (MA) 
Northhampton (MA) 
Amherst (MA) 



Programs rejected 

Chester (VT) 
San Lorenzo Valley (CA) 
Springfield (MA) 
Randolph (MA) 
Weymouth (MA) 
Grafton (MA) 
Laurence (MA) 
Nonfood (MA) 
Everett (MA) 
North Andover (MA) 
Southbridge (MA) 



Talbot County (MD) 
Tamalpais HS, Marin Co. (CA) 
Worcester (MA) 
Dedham(MA) 
Canton (MA) 
Hopedale (MA) 
Fitchburg (MA) 
Swampscott (MA) 
Grafton (MA) 
Reading (MA) 
Southwtek-Tolland (MA) 



Swansea (MA) 
W. Springfieki (MA) 
KennetHjnkport (ME) 
North Shore (WA) 
Palmer (MA) 
Whitman (MA) 
Lake Washington (WA) 
Uxbridge(MA) 
Winchester (MA) 
New Bedford (MA) 
Wast Newbury (MA) 
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1. YOUTH AT RISK 

Confronted with rising levels of adolescent pregnancy and the growing 
incidence among adolescents of sexually transmitted diseases (SHTDs), including 
the HIV virus that causes AIDS, most adults agree these threats to young 
people's health have reached crisis proportions. Strong interventions are needed 
to protect adolescents. 

For many teens, schools are the primary source of accurate information 
about STDs; almost all states encourage or require HIV/ AIDS prevention 
education in their schools. Comprehensive health and sexuality programs can 
also help teens delay initiation of sexual intercourse. But while education is 
critical for changing attitudes, it does not, alone, change the behaviors that put 
sexually active teens at risk of infection and unintended pregnancy. Teens also 
need to be provided the means to protect themselves and to be taught effective 
ways of discussing protection with their partners. 

Many school personnel, public health officials and policymakers are 
suggesting that high schools make latex condoms available to sexually active 
students. They reason that schools are uniquely positioned to provide two-part 
health and sexuality programis that include education and access to barrier 
methods that protect against disease and unintended pregnancy. 

Through these programs, those charged with educating adolescents hope 
to empower them to change their risk-taking, and sometimes life-threatening, 
sexual behavior. 

A. Behaviors and Risks of Sexually Active Adolescents 

Adolescents have a sense of omnipotence and invulnerability as they move 
toward independence. Their fearlessness can lead to dangerous behaviors, such 
as using drugs (including alcohol and tobacco) and having sex without contra- 
ception and/or protection. 

The fact sheets at the end of this chapter document the scope and impact 
of risk-taking behavior among teens, and provide source citations for data in this 
chapter. These data comprise a compelling case for aggressive and effective 
intervention. 

Large Numbers of Adolescents Engage in Sexual Activity. Surveys of 
adolescent sexual behavior indicate that young people are engaging in sexual 
intercourse at early ages. Seventy-seven percent of females and 86 percent of 
males are sexually active by age 20. 

Sexually Active Adolescents Are At Risk for Unintended Pregnancy. Over 
one million teenage girls — one in 10 — become pregnant every year. Four out 
of 10 teenagers will become pregnant before turning 20. At least 82 percent of 
teen pregnancies are unintended. One out of four adolescents does not use an 
effective means of contraception. 

Adolescents Are At Risk for STDs. For reasons related to their phjrsiological 
development* adolescent women arc more vulnerable to infection when exposed 
to STDs than are adult women. Rates of chlamydia, gonorrhea and sj^hilis for 
adolescent women are higher than for adult women. Over three million sexually 
active adolescents are infected with an STD annually, representing one-fifth of 
all STD cases in the nation. The American Medical Association estimates that 
one out of four teens will have an STD before high school graduation. The 
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estimate is even higher for youth who are not in school.* Left untreated, STDs 
can cause pelvic inflammatoiy disease, which is a cause of infertility and 
increases vulnerability to HIV. 

Adolescents Ars Also At Risk of Contrmctiiig HIV. Adolescents are Just as 
vulnerable to contracting HIV as adults, and perhaps more so. Individuals 
already infected with an STD may have breakdowns of skin and mucosal barriers 
and thus arc more vulnerable to HIV infection. Currently, almost 20 percent of 
people diagnosed with AIDS in the United States are in their 20s. Because the 
latency period between HIV infection and onset of symptoms is about 10 years, 
many were probably exposed to HIV as adolescents. From 1990 to 1992, the 
number of youth ages 13 to 24 who were diagnosed with AIDS increased by 77 
percent,* 

Making the case for a condom availability program will require both a 
command of national data and information about the local community. A needs 
assessment can be done to gather information about health and social problems 
affecting youth in the local community, what resources exist to address these 
problems and whether these resources are effective. The questionnaire designed 
and used by the Centers for Disease Control and Prevention (CDC) in their 
national Youth Risk Behavior Survey is available and may help communities 
gather local data. Additionally, local data on adolescent risk-taking behavior 
may already be available for communities that participate in CDC's annual 
survey. The CDC survey is particularly appropriate for doing needs assessments 
and surveillance. Chapter 5, "Needs Assessments and Evaluation Strategies,* 
also provides suggestions for conducting a local needs assessment survey. 

STRATEGIES FOR REDUCING THE RISK 
A. Encouraging Abstinence 

Only complete abstinence firom rislgr sexual behaviors and Judgement- 
impairing substances — such as alcohol and drugs — entirely eliminates the risk 
of pregnancy and STD Infection. Comprehensive health education or HIV/ AIDS 
prevention programs encourage young people to abstain from or delay sexual 
intercourse, and suggest substituting other forms of non-risky sexual activity. 

Research has shown that some programs arc effective in helping teens 
postpone Intercourse. The "Postponing Sexual Involvement" (PSI) program 
developed at Grady Memorial Hospital in Atlanta, has been shown to increase 
the percentage of students who had not yet initiated intercourse by the end of 
the ninth grade from 61 percent (in the control group) to 76 percent (among 
program participants). By the end of eighth grade, students who did not 
participate in the program were as much as five times more likely to have 
initiated sexual intercourse than were PSI participants.' In contrast, the 
program demonstrated little, if any. Impact on the behavior of teens who were 
already sexually active. 

The Grady program uses the "social inoculation" model of outreach. This 
model assumes that young people engage in ne^tive behaviors partly because 
of social influences and pressures, arising both generally and from their peers. 
Such programs use activities that help participants identify the origin of these 
pressures and develop skills to respond to them positively and effectively. Such 
programs also rely on peers — slightly older teens — to present information, lead 
group activities and discuss issues and problems. 
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Another program using social Inoculation is "Reducing the Risk" (RTR), 
tmplemented and evaluated at 13 California high schools. RTR stresses that 
students should avoid unprotected intercourse — either through abstinence or 
contraception. RTR also encourages parent^child communication on subjects 
such as birth control and abstinence. The program signiJQicantly increased 
participants* knowledge of abstinence and contraception, and their communi- 
cation about these topics with their parents. Participants who had not yet 
initiated intercourse indicated a significantly-reduced likelihood that they 
would have had intercourse 18 months later. Further, a survey of parents found 
broad support for RTR, as well as a belief that the program had had positive 
efifects.* 

Some adults believe teens should not be taught or shown methods of 
contraception and protection, and that sexuality education should focus exclu- 
sively on abstinence for unmarried adolescents. Numerous "abstinence-only" 
curricula are being promoted for use in schools that present opinion as fact, 
convey insufficient, inaccurate or biased information, rely on scare tactics, 
reinforce gender stereotypes and are insensitive to cultural and economic 
diflferences. These programs have not been adequately evaluated and should not 
be confused with the curricula mentioned here that have demonstrated a 
measure of success. (See Chapter 9 for a list of organizations that can provide 
assistance in selecting a sexuality education curriculum.) 

There is little evidence that programs which promote abstinence alone are 
eflfcctive with adolescents who have already initiated sexual intercourse. Evalu- 
ations of even the most promising abstinence-based curricula reveal that 
substantial proportions of participants continue to engage in intercourse. These 
adolescents are at risk of pregnancy and STDs. Including HIV. 

E^ren the more successful abstinence-based curricula promote the delay of 
sexual activity but seldom prevent sexual intercourse until marriage. Most 
adolescents will eventually become sexually active. Therefore, all students must 
be taught the information and skills necessary tc make healthy decisions and 
to accept personal responsibility. 

B. Encouraging Condom Use 

A majority of teens are sexually active. According to the CDC's 1990 Youth 
Risk Behavior Survey, 39.6 percent of ninth graders. 47.6 percent of tenth 
graders. 57.3 percent of eleventh graders and 71.9 percent of twelfth graders 
report they have had intercourse. Programs must help sexually active teens 
reduce the potential for negative consequences associated with unprotected 
intercourse. 

Next to abstinence, latex condoms are the most effective method for 
reducing STDs and the sexual transmission of HIV infection. When properly 
used, latex condoms are also effective at reducing the risk of pregnancy. 
Promoting correct and consistent condom use by sexually active teens is ah 
important strategy in curbing the national epidemics of HIV, other STDs and too- 
early childbearing. 

The National Research Council, in its landmark 1987 report. Risking the 
Future: Adolescent SexuaUty, Pregnancy and Childbearing, recommended "the 
development, implementation and evaluation of condom distribution programs." 
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An important U.S. National Health Promotion and Disease Prevention 
Objective is to increase the use of condoms at last intcrcource by sexually active 
females aged 15-19 from 25 percent In 1988 to 60 percent by the year 2000. For 
sexually active males ages 15-19, the year 2000 target is 75 percent.^ 

ni. BARRIERS TO CONDOM ACCESS AND USE 

Adolescents have a legal right to purchase condoms. Ensuring a minor's 
right to contraception does not, however, translate into easy access. Condoms 
may appear to be widety available, but a number of factors inhibit young people's 
ability to acquire and effectively use them. 

Surveys have found that lack of availability is one of the most frequently 
cited reasons sexually active adolescents fail to use condoms. Furthermore, 
adolescents* desire for confidentiality often overshadows their concerns for 
health. While fear that others will learn they are sexually active does not keep 
teens from having intercourse, it does apparently inhibit them from purchasing 
condoms. Other factors, many of which are associated with low self-esteem, that 
teens perceive as barriers to regular condom use include: 

♦ peer or partner pressure 
^ fear of loss of relationship 

A fear of decreased sexual pleasure 

^ cultural expectations for gender-related behavior and roles 
^ clenial of sexual activity 

♦ alcohol and drugs which impair Judgement, often contribute to 
risky behavior and failure to use condoms properly or at all 

♦ anxiety about being seen by parents, friends or neighbors when 
purchasing condoms 

♦ cost 

A 1988 survey by members of the Center for Population Options (CPO) Teen 
Council examined the accessibility of contraception in drugstores and conve- 
nience stores in Washington, D.C. and found that: 

♦ One-third of the stores kept condoms behind the counter, forcing 
teens to ask for them. 

♦ Only 13 percent of the stores had signs that clearly marked where 
contraceptives were shelved. 

^ Adolescent girls asking for assistance encountered resistance or 
condemnation from store clerks 40 percent of the time. 

For adolescents, these obstacles are significant barriers to contraceptive 
access. Evidence from other parts of the countiy suggests that D.C. is not 
unique. 

Even in areas where health departments or family planning clinics provide 
condoms free of charge and without appointments, school or work obligations 
may combine with clinic schedules to make It difilcult or Impossible for 
adolescents to take advc ntage of these services. Rural youth, in particular, have 
concerns about transportation and privacy — being seen at the drug store or 
clinic by someone th^ or their parents know is more likely in a small town or 
rural community. 
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IV. FACTORS THAT INCREASE UTEX CONDOM USE 

Logistical barriers to cond^^m use can be addressed by making condoms 
widely and freely available; however, successful strategies to help teens use latex 
condoms properly and consistently must address both physical and psychologi- 
cal access. Psychological and emotionfAl barriers to condom use are embedded 
in the culture and are harder to addrf ss. Access is enhanced with increased 
knowledge, social and physical skills, i)erception of personal risk and perceived 
peer and societal norms. 

Among the factors specifically cited by teens that would tend to increase 
condom use are condoms* acceptability among peers and a p>crceptlon that they 
are easy to use and permit spontaneity. Teens who believe condoms help prevent 
HIV transmission arc also more likely to report consistent use.^ Another survey 
of teenagers found that providing condoms free of cost and making them easy 
to obtain are crucial elements in increasing adolescent use. 

V. A PREVENTION STRATEGY THAT MAKES SENSE 

Condoms arc currently available to teens from a variety of sources: 
drugstores, family planning clinics, health clinics, supermarkets, convenience 
stores and vending machines. Making condoms available within schools does 
not introduce an otherwise unobtainable commodity to students. Rather, it 
expands the range of sources and facilitates teens* access to an important health 
aid. Adults understand that social endorsement by adults and society is a 
critical factor in normalizing condom use, and large majorities support giving 
teens access to condoms in school. 

By making condoms available to students who choose to engage in sexual 
activity, schools let students know the community cares about their health and 
well-being. School programs reinforce that there arc adults who will address 
adolescent sexual behavior, rather than deny it is a reality. While adults may 
prefer that young people refrain firom sexual intercourse, it is important to help 
those teens who do not to avoid the negative consequences of HIV and other 
STDs. as well as unplanned pregnancy. 

Condom availability programs eliminate some of the most significant 
barriers to condom use. including lack of access. By making condoms available 
in schools, caring adults can reach at-risk adolescents in a famiUar and 
comfortable setting. Furthermore, programs can be designed specifically to 
reduce other barriers to condom use. 



According to a 1988 Harris poll. 73 percent of adults favor making 
contraceptives available in schools. A 1991 Roper poll found that 64 
percent of adults say condoms should be available in high schools. 
According to a Gallup poll released in August. 1992. adult support for 
condom availability has grown to 68 percent.* In April. 1992 a National 
Scholastic Survey also found that 81 percent of high school seniors felt 
condoms should be available; 78 percent felt condom availability programs 
do not encourage sexual activity. ■ 
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Several studies have shown that sexually active teens are more Ukely to use 
condoms if they believe their peers are using them. Condom availability in 
schools promotes positive and open attitudes toward condoms, increasing the 
likelihood that teens not only will acquire the condoms they need to protect 
themselves, but will also use them. 

Schools are in a unique position to help teens address issues that are 
clearly associated with Inappropriate risk-taking behaviors. Schools can provide 
opportunities for students to increase self-esteem and to practice decision- 
making, negotiation and conflict-resolution skills. Thus, school condom avail- 
ability programs supported by comprehensive life skills training are uniquely 
able to help students gain and practice the skills necessary for successful 
condom use. 

Despite fears to the contrary, research clearly demonstrates that students 
in schools which make condoms and other contraceptives available through 
school-based health centers are no more likely to be sexually experienced than 
students in schools ^tvithout these services available. In fact, at some schools 
with centers making contraception available , teens' mean age at first Intercourse 
was older — and already sexually active teens' frequency of intercourse was 
lower — than at schools without contraception availability.^ 

VI. CONDOM AVAILABILITY AS PART OF A 
COMPREHENSIVE PROGRAM 

It is important to remember that condom availability can be most efifective 
only if it is part of a comprehensive health, sexuality education, HIV/ AIDS and 
pregnancy prevention program. To affect adolescent behavior it is necessary to 
address teens' attitudes and knowledge of reproductive health issues, as well as 
their ability to access and use condoms and contraceptives effectively. Strategies 
must also seek to improve teens' capacity to abstain from or delay sexual 
intercourse. Outreach to at-risk teens, education, counseling and follow-up are 
all necessary components of a program. As a result, school condom availability 
programs typically involve collaborative efforts among schools, health agencies, 
youth-serving organizations and community members. 

A surprising but important benefit of the debate over condom availability 
is the way the issue has engaged entire conmiunitles and increased public 
awareness. Schools are conducting surveys of teenagers to determine their level 
of risk-taking behavior. Students themselves are speaking out on the issue, 
sometimes being heard for the first time. Parents and community members are 
becoming more Involved in the early stages of the debate and are helping to 
design these programs. Schools and communities are also taking the opportu- 
nity to evaluate whether the health education programs that already exist are 
comprehensive and teach decision-making skills as well as Impart information. 

The complex strands of cultural influence, socio-economic status, environ- 
ment and individual personality that determine why people do the things they 
do are not easily disentangled. No single approach - sexuality education, 
condom availability or abstinence programs — can alone eliminate STDs and 
too-early childbearing among adolescents. These components combined can 
help teens to develop attitudes, skills and behavior patterns that will protect 
them from unnecessary risks throughout their lives. 
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I Condom Efficacy and Use Among 
Adolescents 



Aside from abstinence from sexual intercourse, proper use of latex condoms is the best protection 
against the sexual transmission of diseases, including the human immunodeficiency virus (HIV) 
which causes AIDS. In 1987, U.S. Surgeon General C, Everett Koop stated, **The greatest 
problem with condoms is that many people do not know how to use them." * Adolescents, in 
particular, often lack access to information about the proper use of latex condoms. Failure rates 
cited for latex condoms are primarily due to human error which is preventable when users are 
educated, skilled and motivated to use condoms properly. Condoms and information on how to 
use them must be widely available and accessible to all, including our nation's youth, if the 
spread of HTV is to be contained. 

Condom Use Increasing Among Adolescents, But Many Still Having 
Unprotsctsd Intercourse 

■ As of September 1992, 10,182 cases of AIDS among young people (ages 13-24) were reported 
to the CDC. Nearly 20 percent (39,840) of persons reported with AIDS are 20 to 29 years old. 
Given the average ten-year latency period between HIV infection and onset of AIDS symptoms, 
many of these people were infected with HIV durmg their teenage years. ^ 

■ Among sexually active 17-19-year-old males living in metropolitan areas, reported rates of 
condom use at most recent intercourse more than doubled from 21 percent in 1979 to 58 
percent in 1988. ^ 

■ Among sexually active 15 to 19-year-old females, 65 percent report using some form of 
contracepticm at first intercourse; almost half report using condoms at first intercourse. Among 
sexually active 15 to 19-year-old males, 55 percent report using condoms alone or with other 
contraceptive methods at fust intercourse^** 

■ Teens are more likely to rely on condoms than are older individuals. Twenty-six percent of 15- 
19-ycar-old women at-risk for unintended pregnancy rely on condoms while only 13.1 percent 
of all American couples use condoms as their most common method of contraception.^ 

■ Possible factors found to increase the likelihood of teen condom use include: feeling personally 
at risk for infection with HIV; believing condoms are effective in preventing HIV infection; 
having the skills to negotiate condom use with a partner; having talked to a physician about 
condoms; and perceiving peer approval of condom usc.^* 

Condoms Are Very Effective When Used Correctly 

■ Studies have found that when used properly condoms fail as a contraceptive method 2 percent 
of the time.^ In one British study, 17,856 acts of intercourse resulted in only one pregnancy." 
However, with human error factored in, the percentage of women ages 15-44 who become 
pregnant in the first year of using a condom ranges between 9.5 ' and 16 percent.^ 

■ Research indicates that as with most contraceptive methods, condom failure rates arc highest 
among 20-24-year-olds and lowest among 35-44-year-olds. 15-19-year-olds have slightly 
lower failure rates than 20-24-year-olds. ^ 

Latex Condoms Help Protect Against HIV, Other STDs and Pregnancy and 
May Be More Effective Against Pregnancy When Used With Spermicide 

■ Laboratory tests have confirmed that latex used for condoms does not allow the passage of 
water, HIV or sperm. To illustrate the relative size of each substance, imagine the following: if 
a single sperm were the size of a freight train (in actuality, a sperm is 45,000 nanometers (nm)), 
HTV would be the size of an average man (lOOnm) and a water molecule would be the size of 
his small dog (20nm).*' 

■ Laboratory tests indicate that latex condoms used with a contraceptive spermicide are effective 
in helping to prevent pregnancies.^* 
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■ In laboratory testing, spermicide applied in the tip of a latex condom arrests up to 90 percent of 
active sperm within 30 seconds of contact; within two minutes, 98.5 percent of sperm present 
have stepped moving. >^ In actual use the extent of decreased risk as a result of using a ^ 
spermicide has not been established ^ 

Human Error is th« Primary Cause of Condom Failure 

■ Studies conclude that most latex condom failure is due to human errors including: incorrect or 
inconsistent use, damage caused by snags on fingernails or jewelry, improper lubrication and 
improper storage.^''* Additional reasons for latex condom failure include: using the condom 
after genital contact, failure to imroll the condom completely, insufficient lubrication, 
inadequate space for the ejaculate at the tip and withdrawing after loss of erection.* 

■ Low-income women are frequently cited as havmg higher contraceptive failure rates, which 
may be related to their limited access to health information, services and education.*' 

■ To maintain durability of latex condoms, they must be stored in their original packaging in a 
cool, dry place. Leaving them in ultraviolet light weakens their strength 80-90 percent within 8 
to 10 hours. Leaving them is wallets is also not recommended.*^ 

■ More than 80 percent of latex condom integrity is lost with the use of oil-based lubricants such 
as petroleum jelly, baby oil, shortening or other household oils. Oils break down the latex, 
increasing its susceptibility to tears and breakage in as little as 60 seconds. Appropriate 
lubricants are water-based and most contraceptive foams, gels and creams are also effective.*''' " 

■ According to one study of homosexual and bisexual men engaging in anal intercourse, one in 
27 condoms broke due to physical stress on the condom and human error occuring before, 
during and after intercourse.^ 

High Standards Are Required in Testing Condom Efficacy 

■ Latex condoms made in the United States meet the voluntary industry standards developed by 
the American Society for Testing and Materials (ASTM) which govern acceptable size, 
elasticity/elongation, thickness/thinness, strength and leakage of condoms. 

■ The FDA's official acceptable quality level (AQL) specifies that if more than 4/1000 latex 
condoms fail the water leakage test, the entire lot must be recalled or withheld from sale. The 
average failure rate is 2.3/1000 among batches meeting the AQL.^ 

■ The surface of FDA approved latex condoms are free of holes when inspected under a scanning 
electron microscope at 30,000 magnification power. Latex condoms remain free of pores even 
when stretched.*' *^ 

■ Natural membrane, **skin'' or **lambskin** condoms are not recommended for use in preventing the 
transmission of HIV and other STDs. Natural membrane condoms have pores up to 150 times 
larger than HIV, allowing for the possible transmission of HTV, herpes simplex and the hepatitis-B 
vims.*' 



DIRECTIONS FOR CONDOM USE 



Before Sexual Intercouree 

1. U«e a new Utex condcmi every time you have oral, ana] or 
vaginal intercoune • before fortplay and before the penis geta 
anywhere near any body opening (to avoid expoture to aemen, 
vaginal fluid or blood that can cany infection).** 

Handle the condom gently. Check which way it unrolli (but 
do not unroll it yel). 

2. Put the condom on before inicreouraeaeioon at penis it hard. 
Be sure rolted-up ring is on the outside and malce sure to leave 
spece at the tip to hold semen after ejaculatioo. 

3. Squeexe tip gently so IM air is trapped inside. Hold tip while 
unrolling the condom <• ail the way down to the base of the 
penis. If the condom does not unroll, it is on incorrectly. 
Throw it away. Start over with a new one. 

Warning 

Some condom s contain the spermicide Nor»oxynoI-9, which helps 
prevent p re g nan cy and may help prevent HIV infection. Avery 
small number of ueert are sensitive or ellcrgic to latex rubber, 
spermicide, or lubricants. If either partner has any reaction to 
latex cor>dome or spermicide, slop use and see your doctor. 



After Sexual Intercouree 

1 Pull out slowly right after ejaculation, while penis is still hard, 
holding cortdom in place lo avoid spilling semen. 

2. Turn and move completely away from partner before letting go 
and removing cotvlom. 

3. Remove used condom and throw away properly. Do not flush 
eoftdoms down the toilet. Use a new condom each time you 
have oral, aiuil or vaginal tntcrcowse.'* 

Tips for Success 

- Never let a condom touch oil of any kind -petroleum jelly, 
baby oil. mineral oil or vcgeuble oil - because oil deteriontes 
latex or rubber. Baby powder also damages latex. 

• For lubrication, always uee something water-based, such as 
personal or surgical jelly. 

- For extra safety, pull out the penis with condom still on before 
ejaculation. 

- Keep new cortdom s in their pecks in a cool dry place. 

• If a new condom feels sticky or stiff or looks damaged in any 
way. throw it out and uae a fresh one. 

- Always have aeveral condom s available. 
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ADOLESCENTS AND CONDOMS 



Recent data suggest that moce teenagers are becoming sexually active at younger ages. 
These teenagers are at risk of becoming pregnant/maldng someone pregnant and contracting/ 
spreading sexually transmitted diseases (STDs), including HIV which causes AIDS. 
Condoms are particularly well*suited as a contraceptive method for adolescents and, aside 
from abstinence, properly used latex condoms are the most effective method for preventing 
infection with HIV and other STDs. There is considerable evidence that teenagers are 
knowledgeable about the threat of HIV and about the means to protect themselves, yet many 
sextully active teens still do not use condoms consistently. 

Sexual Activity Among Teenagers Is Increasing 

■ By age 20, 75 percent of females and 86 percent of males are sexually active.*** 

■ The percentage of never-married 15- to 19-year-old females reporting sexual activity rose 
from 42 percent in 1982 to 51.5 percent in 1988, the most recent year for which data are 
available.* In 1988, 60 percent of 15 to 19-year-old never-married males reported sexual 
activity.* 

■ 26 percent of females report having had sexual intercourse by age IS.' 26 percent of white 
males, 33 percent of Hispanic males and 69 percent of black males report having had sex 
by age 15.* 

Rates Of Contraceptive Use Among Sexually Active 
Adolescents Are Also Rising, Mostly As A Result Of 
Increased Condom Use^^ 

■ Among sexually active 17- to 19-year old males living in metropolitan areas, reported 
rates of condom use at most recent intercourse more than doubled from 21 percent in 1979 
to 58 percent in 1988.* 

■ Among sexually active 15- to 19-year-old females, only 65 percent report using any form 
of contraception at first intercourse; almost half report using condoms at first intercourse.^ 
Among sexual V -ctive 15- to 19-year-old males, 55 percent report using condoms alone or 
with other contraceptive methods at first intercourse/ 

■ One study of sexxiaily active teens found that 31 percent reported always using condoms, 
32 percent sometimes and 37 percent reported never using condoms.* 

Despite Increased Contraceptive Use, Many Teenagers 
Remain At Risk Of Pregnancy 

■ 21 percent of sexually active 15- to 19-year-old females use no method of contraception. 
An additional 8.4 percent use withdrawal as their contraceptive method.^ Three-quarters of 
all unintended adolescent pregnancies occur to teenagers who do not use contraception." 

■ An estimated 43 percent of all adolescent girls will become pregnant at least once before 
age 20.* Among 15- to 19-year-olds in the U.S., the pregnancy rate is 123 per thousand.* 

■ More than one million teenage girls - or one in 10 - become pregnant every year.* Almost 
473,000 teenagers gave birth in 1987; another 407,000 are estimated to have had legal 
abortions.* 

One Out Of Four Teens Becomes Infected with a 
Sexually Transmitted Disease (STD) by Age 21 

■ Two and a half million adolescents are infected with an STD annually.*^ 

■ From 1960 to 1988 the prevalence of gonorriiea among 15- to 19-year-olds increased by 
170 percent, more than quadruple the rate of increase among 20- to 24-year-olds.'^ 

■ The prevalence of chlamydia among adolescent women is estimated at 8 to 40 percent. 
Whether due to sociobehavioral factors or biological susceptibility, teenagers are at greater 
risk of chlamydial infection than older women.** 
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■ The risk of acquiring pelvic inflamnutory disease (PID), which is associated with chronic 
pelvic {Mtn, infertility and increased risk of ectopic pregnancy, is estimated at one in eight 
for sexually active 15-year«oIds, compared with one Ln 80 for sexually active women 24 ^ 
yean of age and older." 

■ One study found that 38 percent of sexually active teens are infected with the human 
papaioma viius (HPV) which causes genital warU and is associated with a higher risk of 
cancer in women.** 

■ Over one*fifth of people with AIDS are in their 20$; because the latency period between 
HIV infection and onset of symptoms is about 10 years, most of these people probably 
became infected as adolescents.'* 

■ Reported cases of AIDS among adolescents increased 29 percent between July 1990 and 
July 1991." In 1986 AIDS was the 7th leading cause of death among 15- to 24-> ear-olds; 
in 1987 it climbed to the 6th leading cause.'* 

Almost Half of All Teens Do Not Receive HIV/AIDS 
Education at School 

■ A 1989 survey found that only 54 percent of teenagers reported receiving HIV/AIDS 
education in school.^ 

■ Every state but Louisiana, Massachusetts, Mississippi and Wyoming requires or 
encourages the provision of AIDS education in public schools. Twenty-seven sutes and 
the District of Columbia have produced AIDS curricula.^* 

■ Nineteen sute curricula include instruction on condom use to prevent the transmission of 
STDs, including HIV.=* 

■ Of AIDS curricula used by large school districts around the country, 86 percent discuss 
condoms as a means of preventing HTV infeciionbut only 44 percent of these curricula 
include information about clinics and physicians that can provide contraceptives.'* 

■ A recent survey of sexuality education teachers in public schools found that nine out of 10 
cover such topics as how fflV and other STDs are transmitted, sexual decision-making, 
abstinence and contraceptive methods; T7 percent include instruction on how to use a 
condom, but only about half provide information on where studenu can obuin 
contraceptives." 

Concerns About Confidentiality, Cost and Access Are 
Among the Reasons Sexually Active Teenagers Do Not 
Use Contraception^'^^'22,23 

■ A study of adolescents* attitudes towards condoms found that the beliefs that condoms are 
popular with peers, permit sponuneiiyand are easy to use are positively associated with the 
intention to use them.' 

■ A 1988 survey of Washington, D.C. drugstores and convenience stores found that in more 
than one-third of the stores, condoms were kept behind the counter. Only 13 percent of the 
stores had signs that clcariy marked where contraceptives were shelved. Adolescent girls 
asking for help encountered resisUnce or condemnation from store clerks 40 percent of the 
time.^ 

■ 93 percent of the adolescents in one survey knew that condoms pi event the spread of 
STDs, however, belief in the preventive benefits of condoms was not associated with 
increased motivation to use them.' 

Two Out of Three Adults Believe Condoms Should Be 
Available in Schools 

■ A 1991 Roper pcJl found that 64 percent of adults say condoms should be available in high 
schools; 47 percent favor making condoms available in junior high schools.^ 

■ An in-depth study of school-based clinics which dispense birth control found that making 
contraceptives available in school does not promote sexual activity.^' 

■ A poll conducted between March and June, 1987, determined that 83 percent of parentt, 89 
percent of adolescent females and 92 percent of adolescent males approved of condom 
advertisements on television." 
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ADOLESCENTS, AIDS AND HIV 



AIDS iiiiothi^ay viiible mtheadoletcent populatioa «^ less than 1 percent of the nadoiul 
AIDS ottMiepcsted to AeCateis for Disease Coo^ And 
yet» Ae feimative period of adoIeaceQce often mv^dves paitic^ 
This factor, cocobined widi the likelih^ 

20-29) wem probaUy infected in their teenage yeais, has pionqjced ^ 

to make teenagers a centnd target of HIV prevention education. During the last decade, teens 

reported higher leveb of sexual activity at eariier ages, e3q)erienced more than one 

pregnancies a year, and suffered from perristently high rates of sexually transmittftd diseases. 

To reduce the inddence of AIDS in the future, pdides and progi^^ 

adolescent decisionnnaldng regarding sexual activity and substance abuse. Hiiseffoitwill 

also afford an opportunity to confront the more visible crises of unwanted teen pregnancy 

and STD infection. 

The First Decade of the Epidemic: Trends and Forecasts 

■An estimated one miUicn peofde in the United States are infected with HIV^; this number 
represents approximately one in 100 adult males and one in 600 adult f emales«^ 

■In 1987, the Centers for Disease Control detemiined that AIDS was the 15th leading cause 
of all U.S. deaths. Among men aged 25*44, AIDS became the second leading cause of 
death in 1989 and is estimated to become the fifth leading cause of death among women in 
the same age groi^) in 1991.' 

■Between 1981 andMay 1991, more than 179,000 cases of AIDS and over 113,000 AIDS- 
related deaths were reported to die CDC The Public Health Service predicts that a 
cumulative total of 400,000 diagnosed cases of AIDS and 290.000 AIDS-related deaths 
will be reported to the GDC by the end of 1993.^ 

■Current calculations of AIDS-related deaths are believed to be inaccurate due to 
underreporting and underdiagnosis. Beca u s e many clinical manifestations are not 
reportable under the current CDC surveillance definition of AIDS, only three-fourths of 
deiths attributable to HIV infection are believed to be reported' 

HIV infection Among Teenagers 

■AsofMaySl, 1991, 691 cases ofAIDS among teenagen (ages 13-19) were reported to the 
CDC However, more than 20 percent (35,635) of persons reported with AIDS are in their 
20*s. Oiven the average ten year period b^eeninifecticn and onset of symp 
majority of these people were probably infected with HIV during their teenage years.^ 

■Among teenagers who applied for military service between 1985 and 1989, three out of 
every 10,000 tested positive for HIV. Among black teens, the infection rate was one in 
1,000.^ 

■In an HIV seroprevalence survey conducted at 19 univerrities throughout the United 
SUtes, thirty (02 percent) of the 16,861 students, or one in 500, tested positive for HIV.* 

■In a study conducted by a shelter serving runaway arid horneless youth, 142 youth in the 
study — more than 5 percent — were infected with HTV.^ 

■ A greater percftitage of adolescents than adults with AIDS are female (26 percent vs. 10 
percent), are tdack and Hispanic (56 percent vs. 44 percent) and were infected with HIV 
tbtou^ heterosexual contact (Upercent vs. 5 percent).^ 

Sexual Activity, Drug Use, and STDs 

■Adolescent women are initiating sexual intercouTM at an increasingly eariy age. Between 
1970 and 1988, the proportion of adolescent women ages 15- 19 who reported having had 
premarital sexual intercourse increased from 28.6 percent to 51.5 percent Thelargest 
increase occurred among those 15 years of age (from 4.6 percent to 25.6 percent).* 
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■AdoittCttts wbo tnitiale sexual iDt^^ 

HIV* £ei 19S8,7Spacaae of 15*24 ytir olds irflo had in^^ 
iqwctad baviBf had two or mom pattDact» awl 4S 
paitiMKS. Ody20pcfecotof woiDMwiiohadbeoQmaiaxiiallya^^ 
h&vnif montfuKnoaepattMraBd 1 pareaolfepoited'foifforxiMxepaxtiiers.* 

■ Sevod stttdiea hava dionra diat aexiiaUy active teens an 

after drinkiiigakohol or iismgdnits.^ AiiioiigiiiDer««ityyoudi who were hi^y 
infooned alxxit HIV transQiissioii, oocasiciu^ 
to be straog pndietois of hi^i-nskseroal activ^ 
BThe use of ctack cocaine is ■asociif wMi hi^ levels of sexual activity and risk-taking. 
A study of female cack usen foimd diat tbqr xepocted twice as man 
month as non-i^sexs. One-third of black adolescent male qack users in another study 
trotted ten or more sexual paxtners in die last year*" 

■ While most age groq»e3q)ericoced a decline in rates <rf gononlieab^een 1975 and 
1989» rates actually increased among ariolrsrmts, with the sharpest increase appearing in 
Uack teenagets. Tn 1989, ^3pcoximately 175,000 cases of gonorrhea infection were 
t^Kxted among teens.^ 

■ SexuaUy active ad:descents suffer &om genital ulcers associated with syiMi^ 
genital herpes may beat greater risk of acquiring HIV as several studies have shown that 
genital ulcers facilitate transmission of the vinis.^ During the last two decades, reports of 
symptomatic genital herpes among adolescents increased from an estimated 15,000 in 1966 
to 125,000 in 1989." 

Homeiessness, Poverty, and Abuse May Increase 
Adolescent Exposure to HIV — ^ 

■Approximate^ one million yoodi rtm away from their homes each year due to fiK^ 

conflicts, violence, and abose.^ 
■In a shdter serving runaway and homeless youdi in New YoricCity, almost all youth (91^H 

percent) reported being sexually active, widi an average of neariy 3 sexual partners a weel^^ 

Thirty-eight percent said they used crack and 29 percent admitted to having exchanged sex 

for food, money, shelter or drugs.'' 

■ Nationally, approximately one in four giris and one m six boys are sexually assaulted 
before the age of 18* Studies indicate that a history of sexual sbuse is associated with 
behavioral outcomes that place an individual at high risk for exposure to HIV — such as 
prostitution, teenage pregnancy and having multiple sexual partners.^ 

Current Education Efforts and Future Directions 

■ By January 1991, 33 states and the District of Columbia required that all schod districts 
provide some form of AIDS edocation.^^ 

■ Althou^ the vast majority of teenagers know the basic facts about HTV transmission, 
many continue to have misconc^oos about the disease. In one study, 12 percent of high 
school students thought that birth control pills provided some protection against HIV; 23 
percent thought they could tell whether a person was infected by looking at this person, 
and 55 percent thou^t insect bites could transmit HIV J* 

■ National studies suggest that AIDS awareness is partly req)onsible for an increase in 
condom use among sexually active teens. In one stu^, condom use increased among 
sexually active women, ages 15-19, from 21 percent in 1982 to 33 percent in 1988.^* 
Another study showed that between 1979 and 1988, reported use of condoms at last 
intercourse among 17-19 year old inales living in xnetropolitan areas niore than doubled — 
from 21 percent to 57 percent* 

■ Despite hi^ levels of knowledge about HIV, sexually active adolescents are not likely to 
adjust their bdiavior based on factual information alone. Sexually active teens are more 
likely to use condoms consistently if they also feel personally at risk; believe condoms are( 
effective in preventing HIV infection; have the skills to negotiate condom use wiA 

partner; have talked to a physician about condoms, and perceive peer approval of condonl^^ 
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ADOLESCENTS AND 
SEXUALLY TRANSMITTED 
DISEASES 



The rapid growth of HIV infcctioci niset significant concerns about the overall 
reproductive health sutus of today's addcscents. Teenagers, because of their risk-taking 
bdiaviors, are at risk of HIV infection, a threat which is further complicated by the 
dnunadc leap in ocher sexually transmitted diseases (SIDs). While adolescents 
experience Ugher rates of STDs than any other age group, they are least likely to obtain 
care. When left undiagnosed and untreated, STDs exact a high cost in pelvic 
inflammatory disease, infertility, ectopic pregnancy, and cervical cancer. They also can 
facilitate transmission of HIV. 

Sexually Transmitted Diseases and HIV Infection 

■ Every year 2.5 million U.S. teenagers are infected with an STD; this number represents 
approximately one out of every six sexually acdve teens and one*fifth of the nadonal 
STD cases.' 

■ Over one-fifth of people with AIDS arc in their 20*s.^ Because the latency period 
between HTV infecticm and onset of symptoms is about ten years, most of these people 
probably became infected with HIV as teenagers. 

■ As of July 30, 1990, 558 cases of AIDS among teenagers were reported to the Centers 
for Disease Control. Of the teenagers infected, 44 percent are white, 36 percent are 
black, 18 percent are Hispanic, and 2 percent are of other races.^ 

■ While the rate of syphilis infecdon declined steadily between 1982 and 1986, it 
increased dramanodly — by 46 percent-* over the past several years, reaching a rate of 
16.6 per 100,000, the highest level in forty years.' 

■ Approximately 1-2 million cases of gonorrhea are believed to occxir each year. While 
rates of gonorrhea have steadily declined, many new penicillin-resistant strains have 
emerged.^ Overall rates among adolescents have declined more slowly than any other 
age group, and have actually increased among black adolescents.' 

■ Among sexually active women, rates of gonorrhea and syphilis infecdon are highest 
among adolescents and drop rapidly with increasing age.^ 

■ Nearly 1 million cases of human papillomavirus (HPV) are believed to occur each year.' 
One study found that 38 percent of sexually acdve teens examined were infected with 
HPV.» 

■ Chlamydia represents the most prevalent STD in the United States, infecting an 
estimated 4 million people each year.' Adolescents have the highest rate of chlamydial 
infection and associated complicauons, such as pelvic inflammatory disease, ectopic 
pregnancy, and infertility.' 

Behavioral Risk Factors 

■ Adolescents who initiate sexual intercourse at younger ages are more likely to have 
muldple partners in their adolescent years, thus increasing their chances of acquiring a 
STD, including HIV." 

■ The average age of first sexual intercourse is 16.2 for females and 15.7 for males.^ 
From 1982 to 1988, die percenUge of 15- to 19-year-old girls who had ever had 
premarital sexual intercourse increased from 43 percent to 51 percent'^ 

■ In metropolitan areas, in 1979, 66 percent of adolescent nules ages 17-19 reported that 
they were sexually acdve. Hiis number increased to 76 percent in 19S8." Reported use 
of condoms at last intercourse also rose from 21 percent in 1979 to nearly 58 percent in 
1988. 

■ While adolescents exhibit a high level of knowledge about modes of HTV 
transmission,'^ few sexually acdve teens change their behavior based on factual 
informauon alone. In one 1988 study conducted in Massachusetts where teen 
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kixywiedge of mv is reported to be Ugh, two4hii^ 
repotted ttceiu sexual intereoutse without the use of cood^ 

■ Sexually active teeas are more likely to use cocKioiittcoasistently if, in addi 

knowins the facts about HZV and STDs, they feel personally at risk; believe coodons ar^jP 
effective in preventing HIV infection; perceive few barriers to their use; consider them to 
be popular among their peers, axul have the skills to negotiate condom use with a 
partoer.»<« 

■ Drug and alcohol abuse are major co-factors in the HIV and STD epidemics. WhilelV 
drug use provides a direct route for HIV transmission, non-injection drugs and alcohol can 
cocni»omise judgment, reducing the likelihood that a young person will make appropriate 
decisions about avoiding HIV. 

■ HIV infection may be present for up to 10 years before showing symptoms, nonetheless, 
teeiugers often believe that they are capable of identifying someone with HIV infection.' 

■ Many teenagers with an STD are asymptomatic or do not recognize their symptoms,^^ 
thereby leading to secondary complications, including pelvic inflanmiatory disease, ectopic 
pregnancy, cervical cancer, and infertility. 

■ Adolescents are often reluctant to seek regular reproductive health care or treatment for an 
STD. Most adolescents leam that they have a sexually transmitted disease only after they 
have sought health care for some other reason, most often contraception or prenaul care.^^ 
On average, giris who are sexually active wait 1 1.5 months between initiating intercourse 
and making their first visit to a family planning clinic." 

■ Once diagnosed with an STD, only half of all teenagers will agree to fiill treatment*' This 
low compliance with treatment regimens has been partly attributed to adolescent concern 
about confidentiality.^ 

Medical Risk Factors and implications 

■ Sexually active adolescents who suffer from genital ulcers associated w:th syphilis <^ 
genital herpes may be at greater risk of acquiring HIV, Several studies ha ve shown that 
genital ulcers faciliute transmission of HIV.^* 

■ Adolescent females suffer dispropoitionately from the more severe conditions of STDs. 
This fact is attributed, in part, to their developing cervical anatomy which predisposes 
them to STDs and subsequent infections.^ 

■ Young women who initiate intercourse at an early age face the greatest lisk of developing 
cervical cancer, usually discovered 6-20 years after first coitus.^ 

■ Each year, approximately one million women experience an episode of pelvic 
inflammatory disease (PID), 16-20 percent of whom are adolescents,* Adolescent females 
with multiple parmers have the greatest risk of developing acute PID. Among sexually 
active women, adolescents face a one-in-eight chance of developing PID compared with a 
one-in-eighty chance among 24-year-old women.^ 

■ An estimated 60,000 women each year become infertile as a result of PID.^ Women ages 
15-24 who have experienced an episode of PID face a 9.4 -52 percent risk of becoming 
infertile, depending upon the number of repeat infections. 

Access to Education and Services 

■ Twenty-eight sutes and the District of Columbia require some form of HIV education for 
students.^ While the majority of school districts provide some form of HIV education, 
most do not require it at every grade level, nor do they guarantee adequate training for all 
teachers. One study found that only 5 percent of the surveyed districts require HIV 
education at all levels and one-fifth of teachers nationwide had not been trained by the end 
of the 1988-89 school year." 

■ All 50 sutes permit a minor to consent to treatment for an STD, but only five sutes 
specifically authorize minors to give consent to HTV testing.^ 

■ Only 10 percent of primary care physicians surveyed in 1988 ask their patients questions 
that might reveal their STD sunis,^ and in 1985, almost half of U.S. medical schools 
offered no clinical curricula on STDs? 

CompiUd by Christina BiddU, July 1990 



2d 



The Facts 



'CJD. Hayes, ed.. Risktng the Future: 
AdoitKtnt Sexuality, Pregnancy, and 
Chiidbearing, National Aobdemy Press: 
Washington, D.C^ 1987. 
•M. Zelnik and F. Shah, **Fim ^ jaouric 
Among Young Americans." Fanuiy Flan- 
ning Perspectives IFPPK N4ar/Apr 1983. 
^S.D. Carte. US. Zabin and J.B. Hardy, 
''Sex. Contncepcion and Parenthood: 
Experience and Attitudes Among Urban 
Black Young Men." FPP, Mar/Apr 1984. 
'W. Baldwin. "Adolescent Pregnancy and 
Childbearing: Rates, Trends and Research 
Findings from the Center for Population 
Research of the National Institute of 
Child Health and Human Development" 
(NICHHD), March 1990. 

SonemtetA. Jii Ptcck and L.C. Ku. 
'Sexual Activity. Condom Use and AIDS 
Awareness Among Adol eicct u Males," 
FPP, Jul/Aug 1989. 
^National Center for Health Sutistics 
(NCHS). National Survey of Family 
Growth (NSFG) 1988. special tabulations 
for the NICHHD. 
'NCHS. NSFG. 1982 and 1988. 
•L.S. Zabin and S.D. Clark. Jr.. **lnsii- 
tutional Factors Affecting Teenagers' 
Choice and Reasons for Delay in 
Anending a Family Planning Ginicr FPP, 
Jan/Feb 1983. 

1^. Zabin, J.F. Kanmer. and M. Zelnik. 
*The Risk of Adokscem Pregnancy in the 
First Months of Intercourse. * FPP. 
Jul/Aug 1979. 

'«C.F. Westoff. ••Contraceptive Paths 
Toward the Reduction of Unintended 
Pregnancy and Aboitionr FPP. Jan/Feb 
1988. 

''Louis Harris & Associates. American 
Teens Speak: Sex. Myths. TV and Birth 
Control, a poll conducted for the Planned 
Parenthood Fedention of America. 1986. 
''S.K. Henshaw and J. Van Von. 
'"Research Note: Teenage Abortion. 
Birth and Pregnancy Statistics: An 
Update.- FPP. Mar/Apr 1989. 
'Hlie Alan Guttmacher Institute (AGI). 
Teenage Pregnancy in the United States: 
the Scope of the Problem and State 
Responses, New York. 1989. 
"NCHS, -Advance Report of Final 
Naiality Statistics. 1987.** S4onthly Vital 
Statistics Report, Suppkmem, June 1989. 



Center !cr 
Options 



ADOLESCENT SEXUALITY, 
PREGNANCY AND 
PARENTHOOD 



The United States bears the unfortunate distinction of having the highest adolescent 
pregnancy, abortion and birth rates in the developed world According to recent 
estimates, 43 percent of ail adolescent girls will experience at least one pregnancy before 
they reach age twenty.^ Too-<ariy childbearing exposes an adolescent and her baby to 
health risks, truncated education, and poverty. Teenage childbearing is also expensive. In 
1988 alone, U.S. taxpayers spent almost $20 billion to support families started when the 
mother was a teenager. 



Teens Do Have Sex, Don't Use Contraceptives 

■ The average age of first sexual intercourse is 16.2 for girls and 15.7 for boys.- One study 
found that among inner-city black males the average age of first intercourse is 1 1.8.^ 

• Approximately one-fourth of l5-ycar-old girls and one-third of 15-ycar-old boys have 
had sexual intercourse."*-* Among all adolescents* 77 percent of females and 86 percent 
of males arc sexually active by age 20.** 

■ From 1982 to 1988, the percentage of 15- to 19-year-old girls who had ever had 
premarital sexual intercourse increased fiom 43 percent to SI percent' 

■ On average, giris who are sexually active wait 1 1.5 months between initiating intercourse 
and making their first visit to a family planning clinic. 36 percent visit the clinic only 
because they suSpcct they are pregnant.* 

■ More than one-fifth of all initial premarital pregnancies occur in the first monih after 
the initiation of sexual intercourse and half occur within the first six months.^ 

■ 41 percent of the 15- to l9-ycar-old girls surveyed in a recent study reported not using 
contraception at first intercourse, while 29 percent failed to use contraception at last 
intercourse.** 

■ 75 percent of all unintended teenage pregnancies occur to adolescents who do not use 
contraception.'^ 

■ While latex condoms used consistently and correctly are not 100 percent effective in 
protecting against sexually transmined diseases (including the human immunodeficiency 
virus (HIV), which causes AIDS), they provide the best protection available for people 
engaging in sexual intercourse. According to one survey, only about one-third of 
sexually active teenagers report using condoms more often than any other method of 
contraception.'* 

There Are More Than One Million Adolescent 
Pregnancies Each Year 

■ More than one million teenage girls become pregnant in the United States each year. 
That's one out of every ten giris under the age of 20.'^ 

• Among all teens ages 15 to 19, the pregnancy rate per thousand giris was 1 10 in 1985, up 
from 95 per thousand in 1972.'^ The pregnancy rate among sexually active teens, 
however, has fallen from 264 per thotisand in 1970 to 233 per thousand in 1984, 
probably due to increased contraceptive use.' 
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,Tlwt weft 472,623 births to teenagers in 1987. Two percent of these woe to teens 
ages 14 and younger, 37 percent were to 15- to 17-yeir-olds. and 61 percent were to 18- 
to 19-year«olds.^ 

, Approximately 13 percent of aU teenage pregnancies end in miscaitiages or sdUbirths." 
. 42 oercem of pregnancies to bodi white and noo-wMtc 15- to 19-ycarH>ki^ 

rtKSti^dr46percentofpregnanciesto Teen^ers account 

foraboutooe-quarterof the total number of aboitions performed m the U.S. 
. Only4pefcent of unmarried teen modiersputtheirbabies up foradopti 
. SOperccnt of teenagers who firstgive birth atagel6oryoungerhaveas^«^^^^ 

2 ySrs, compared with 14 percent of women who wait at least until age ?J. to have their 

first chfld»» 

. Igpcicentoftccnagcrswhogavcbirthin 1987 gave birth to their second child; 3 
percent gave birth to their third.'* 

. Other developed countries have lower teen pregnancy, birth and abortion rates than the 
U S In 198U the U.S, pregnancy rate was % per thousand girls ages 15 to 19. The 
comparable rates were 45 in England and Wales, 43 in France, 44 in Canada, 35 m 
Sweden, and 14 in the Netherlands. In the United States, the teenage abortion rate 
alone is as high as, or higher than, the teenage pregnancy rate m any of these 
countries.*' 

Pregnant and Parenting Teens Face Health Risks, 
Academic Failure, and Poverty 

. During pregnancy, teenagers are at a much higher risk of suffering from senous medical 
complications, including anemia, pregnancy-induced hypertension (toxemia), cervical 
trauma, and premature delivery, than older women." 

. TiK maternal mortality rate for motheis under age 15 is 60 peicent greater than for 

women in dieir 20*s.* 
. Although prenatal care would help teens to have pregnancy outcomes comparable to 
those of women in their 20's. teens delay seeking prenatal care, if they seek it at all. 
46 percent of teenage mothers do not receive prenatal care during their first trimester. 
9 percent do not receive care until their third trimester, and 4 percem do not receive 
prenatal care at all.'* 

. Infants whose mothers received no prenatal care are 40 times more likely to die during 

the neonatal stage than infants bom to women who received adequate prenatal care. 
. Teenage giris who give birth are less likely to ever complete a high school education 
than their non-parenting peers. At least 40.000 teenage giris drop out of school each 
year because of pregnancy.^ 
. Only 39 percent of teen fathers receive high schooUertification by age 20. compared 

with 86 percent of males who postpone parenting.-* 
. 64 percent of births to teenagers in 1987 were to unmarried teens.'* Among all women, 
only 18 percent of unmairied mothers have court orders to receive child support from 
their children's fathers compared with 74 percem of mothers who have been mamed. 
. At least 60 percem of teenage marriages end in divorce within the first five ycars.» 
. Teenage mothers earn about half the lifetime income of women who first give birth in 
their 20*s.^ 

. 70 percem of families maintained by women under age 25 were living below the poverty 
level in 1987." 

. In 1988 alone, the U.S. spem $19.83 billion on Aid to Families with Dependem Children 
(AFDO. Medicaid and Food Stamp payments to families started when the mother was 
a teenager." Over half of AFDC payments go to support families begun when the 
mother was a teenager." 
Compile^, by Elizabeth Armstrong and Msa PascaU. May 1990. 
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ADOLESCENT MALES AND TEEN 
PREGNANCY 



Althoiqift tile tvenfeage of first u m the UiS;. is under Ifr for boys, fewer thaar* 

diiid'<^ alt boy» have recdved any sexuaHtye Ifweaieta ^' 

^"address, thejdifc^^ voat pregnancy;: we cannor n^ect one of it» cmctai* acton— cbe ^.^. 
adofcscencmale:^^ Br.toa (rfteit^ bodt pvograms- and itseaidr on adolescenr piegnancy ■■ . 
prey«ntu»fo^ women;. Underttanding young men and tbeirbebaviorsl^ 

ex p cffencer and attitudes^ legarding sexuality and parenthood is central to understanding 
the causes- of teen pregnancy, and to providing all teenagers with the information they 
need to make responsible sexual decisions. 



Four Out of Five Boys Are Sexually Active by Age 19 

m The average age of first intercourse for males is 15.7 years; for females it is 162, For 

white males, it is 1S.9 years and for black males, 14.4.* 
» A 1981 study found the average age of first sexual intercourse for urban black males to 

belLSyeaxsJ^ 

» By age IS, one out of three boys (33 percent) has experienced sexual intercourse. By 
age 16, one-half of all adolescent males have become sexually active; by age 19, 86 
percent of nevernnarried males have had sexual intercourse.^ 

Boys LessLUkely to Receive Sex Education Than Girls 

m While 60 percent of teenage girls report having received sexuality education in school by 
age 19, only S2 percent of boys have. Only 8 percent of boys receive sexuality education 
byagel3> 

» Among males who initiate sexual activity at age IS, only 1 out of 4 has taken a sexuality 

education course before first experiencing sexual intercourse/ 
» Only 18 percrnt of young men report having first learned about sex from a parent, 

compared with 34 percent of young women*^ 
m Male friends* professionals such as doctors or teachers* and female friends were 

identified as the most common sources of informadon about sexuality in one survey of 

teenage boys.* 

Contraceptive Use by Adolescent Males 

» 62 percent of 1 5- to 1 9-year-old males report practicing contraception at first 
intercourse* even if first intercourse had not been planned Among teenage males who 
do use connception at first intercourse, SS percent report using a condom.^ 
m Among all teens practicing biith control at first mtercourse, planned or unplanned, a 
; . male method of contnception (condom orwididrawal) is most commonly used.^ 
wTTpenxm^ofsecuaUyacdventtletm - 
^^mtercoui^RTS Tp !^ ^ \ 
iisedttt^ X. ^' ^ ^ ^ 

^ I IP 1 1 ' j i j I P # I K aMiimi I wacn vgagfl ** ^ — * ^ — ^ * " ^ 



^»47paQM .' ' '\ 

' aie pac eivectasf 'a)^easy tauae; b) popular with peers; c) enh a ncm g male 
'inesponsibili^ andAsrd) enaUtng one to have sex oa the spur of the moment. The 
ability ofcondoma to protect simultaneously against pregnancy and sexually transmitted 
diseases^ia not &significantfactor in the boys.' intentions to use 
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Boys' Attitudes Towards Sexuality and Parenthood 

» Oidy2Speicem of males report having idaimedtfaeirf^ 
m 80 pefcemitfsexuaUy active teen maks.^ when-asked the ideal a^ 

activity, indicate an age okkr dun diat at which Aey Aemsdves fim experienced 

intercourse;^ 

» In aiecent survey in New York, twice airoany boys (SS percent) as giris (27 percent) 

reported diat havinj^ sex. wa» & high priori^ J* 
» 62 percent of male adolescents poOedbelievedua'liavingsex**^!^ • 

someone diey have dated fora long timer 18 percent beUevc it isaccepcaUe fb^ 

their age to have more dsan one sexual partner, 76 percent believe it is acceptable ta 

•*say no'* to having sex." 

w White some iamily planning clinics do require parental con^ 
percent of boys in one study thought, incontctly, that parental permission was always 
required for teenagers to visit a clinic. 51.6 percent thought, also inconectly, that 
parental pemiission was required to purchase non-^Kescription birth control in a 
drugstore.^ 

• Many adolescent males do not feel comfortable attending family planning clinics which 
have tradidonally focused on providing services for women. In 1982, the last year for 
which data are available, males comprised less than half of one percent of clinic usersJ^ 

Fattierhood and its Impact on Adolescent Males 

m In 1987 at least 10S364 teenage boys became fathers. 85,637 babies were bom to 
parents who were both teenagersJ^ Since more than one*third of teenage mothers do 
not repoct the ages of their babies * fiuhers, diese figures are assumed to be low, 

m In 1985. 45 pdrcemoftbeadokscentgirte giving birdirq)orteddiatth^ 
child was 20 or older, 18 percent reported that the father was younger than 20 and the 
remaining 37 percent did not repoct any age for the father Rates of teenage 
fatherhood may be significandy higher in some urban communides.*^ 

• A 1984 study revealed that 7 percent of all young men reported having fadiered a diild 
while a teenager, 10.9 percent of Latino, 14.8 percent of black, 1 1,9 percent of 
disadvantaged white and 4.6 percent of non-Kiisadvantaged white males fadiered 
children as adolescentsJ* 

m A recent study determined that 84 percent of the fathers of children bom to adolescent 
modiers live apart from their chOdren. Only one-third of these fathers report visiting 
dieir children at least once a week one year after the child's birth*'^ 

• Among adolescent mothers who live apart from the fathers of their children, 61 percent 
report that they receive too iitde fiiuuicial suppcm from their children's fsthers.'^ 

m Teenage fathers are much more likely to be high school dropouts dian other male 
teenagers. Only 39 percent of teen fathers receive high school certificadon by age 20, 
compared widi 86 percent of male teens who do not father a child.^* 

m Males who father children as teenagers are only half as likely to complete college as 
their peers who delay fiuhertKXxL*'. . 

»Fiuluretoattairtsttccess^inanacadecnicenviroimientma " 

- dropoutofschoolmdseekpeisofu^ 

. such husband andfadierJ^^ widi poor basic skills are three Vui 

times itt likdj^tti tefiufaecr^ average basi^ skills.** . \ ^ rT^^^r^S- 

m In^ 1984onty 42B^|?a^ to 24 earned enough to support a family o^. 

dro'abovcdiepovoQtto ;* ■ 

m Snidies indicate thattequige fathofaob^ teenage modierhood,. is likely to be ; 
repeattklfrom onegeneradon to thenextJ.^ 
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LESBIAN, GAY AND 
BISEXUAL YOUTH: AT 
RISK AND UNDERSERVED 



Lediiaiit py and Usexual adokicamtt ftce tremeadout chalkaget to growing up 
physicaUy iDd mentally hetlthy ma cultim Often, 
tfa3»yoitffa face an i nc xt aaed risk of medical and psyc!^ 

ff T^wl 0TKti»f >y aftcigfy'g ggrtf«nv>ly tiftptivft tencrinn to iL Gay, lesbian and bisexual 

youth face xejectioci, tso^tioii» veriial hmsnnent and physical violence at home, in school and 
in religious institutioos. Responding to these pressures, many lesbian, gay and bisexual young 
people engage in an anay of risl^ behaviois. 

Reseaxch findings support the assertioo that these young people are at higher risk lot 
depression, suicide and inv and odier sexually transmitted disease infect Anecdotal 
evidence suggests that gay, lesbian and bisexual youth are also at risk for alcohol and other 

y^]^iffyiV»#> l>^|ff tt ^11 tff pg^^fw^Mi* t^^ilHtig frnm hMm^maX ^Ypi>rimi>ntarinft While 

interest in the experience of lesbian, gay and bisexual youth is growing, the body of research is 
small and vixtually no research focuses on the specific experiences of young lesbians. 

Research findings have led to the development of programs in many major cities that serve 
lesbian, gay and bisexual youth and to an increased awareness among some mainstream youth 
serving agencies about the unique needs these young people. 

Awareness of One's Own Homosexuality Occurs in 
Teenage Years 

M A retrospective study f4 gay Wft indic ^*f$ that the mean age of awareness of same-sex attraction 
oocunedatage 14. The age for krijianssuiged between ages 16-19.^ 

■ &iastQdyof29gayaadbiaexoalmaleteenagenages 15-19,31 percent recalled an attraction 
to men by age six and 69 pefcent became aware of that attxactioQ between ages lM6.For27 
of the 29 subjects, the mean age at the time of gay or bisexual self-idendfication was 14 
years; two others believed that they ''always knew** they were gay 

Gay, Lesbian and Bisexual Youth Are At Risk of Suicide 

■ According to a 1989 study commissioned by the U.S. Department of Health and Human 
Services, suicide is the leading cause of death among gay male, lesbian, bisexual and 
transsexual youth.^ 

■ Gay and lesbian youth are two to three tiroes more likely to attempt suicide than their 
heteioaexual peers and may comprise 30 percent of suiddes among youth annually.^ 

■ Li a study of 1 37 gay and Uaexual males ages 1 4*2 1 , 29 percent reported a suicide attempt; 
half of tboae reported muldple attempts. Alniostooe-diirdrnade their fist suicide attempt in 
the same year Oat they identified tbonselves as bisexual or homosexual.^ 

■ Fifty-three percent of gay youths served by Los Angeles*s Youth Services Department had 
attempted suicide at least once and 47 percent more than once.^ 

■ The National Gay and Lesbian Task Force found that 41 percent of male adolescents seeking 
sendees at agencies for gay youths had attempted suicide, compared to 22 percent of the 
heterosexuals in the same age group at a shelter for runaways.* 

■ Two^hirds of randomly sainpled U.S. psydiiatrists believed that ^ 
adokaccirtf were more seiiousaiid more ledal than those of the^ 

Risky Behavior Puts Gay, Lesbian and Bisexual Teens At 
Risk for HiV Infection 

■ As of June, 1992, there were 872 reported cases of AIDS among teenagers (ages 13-19) in the 
U.S.*, compared with 699 cases as of June, 1991* and S41 cases as of June, 1990.>* 
Approximately 20 percent of aU persons with AIDS are 20-29 years old; given the long 
latency period between iiifectkm aiid the onset of the disease, inany were probably in^ 

teeragets. 

■ Young gay males face particulariy high risks for sexually transniitted diseases (STT)s). Ina 
study of 29 gay or bisexual male adolescents ages 15*19, almost half reported having a 
previous STD." 
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■ m mean anmial number of aexttd ptiti^ 
adokKealstgeslM9wissevcn»withooe4hiidoft^^ Ooe4iilf 
ofietpciideatshadbeteroiexittlexperieoott 5.6 different 
feniile partners each." 

■ la a Boiloo sorvi^ of 1,841 py and biaexnal men, four out of 10 men unto 
fepoilad M le«t one initaDoe of anal ioinooQW witfa^ 

mondtt.^ 

■ In a San Rtanciflcostu<^,almoat half of participants ages 17-19 bad participated in unprotected 

mtefenurgft cnmpariiig to nndcf a quarter of the 20-22 year^okk and under a thiid of 23*25 
year-olds* Just over 14 petcem of young men between 17 and 22 years old were HIV positive 
. comparing to 10.4 percent of young men between 23 and 25 years old^ 

■ } 4my T^^Z g*y UAisn* ^mgagft in hfetwrwftyml «^ attempting to hidft or change 
their sexuality.*^ Thus, lesbian and bisexual youth are at risk of infection, which contradicts the 
prevailing, &lse assumption that lesbians are not at risk. 

Societal Stigma Leads to Mental Health Problems 

■ Most gay» lesbian and bisexual adolescents hide their sexual orienution from their funily and 
friends. This strategy <^decq)tiondistoftsabnostaU of the rehtionships the adoiescemt^ 
attempt to develop or maintain and creates a sense of extreme isolation." 

■ In a stutfy of 29 gay or bisexual male adolescents ages 15-19, 72 percent of the youth had 
consulted mental health professionals and 31 percent had had a previous psychiatric 
hospitalization.^ 

■ In a small study of gay or bisexual male adolescenU ages 15- 19, 58 percent regularly abused 
substances.^ 

■ Fifty-four percent of 289 school counselors surveyed strongly agreed that students are vety 
de^ading toward fellow smdents whom th^ discover are homosexual and 67 percem s^ 
agreed diat homosexual students ans inore likdy than most sUKknts to f^ 

Many Homosexual Adolescents End Up on the Street 

■ In a 1986 survey of street youth in Seattle, 40 percent of the youth identified themsd 
lesbian or bisexual^ 

■ One in four gay or bisexual males is forced out of the parental home prematurely due to issue^^ 

surrounding sexual orienution. Up to half resort to prostitution in ocder to support themselves, 
thereby dramatically increasing their risk of HIV infection.*' 

Anti-Gay Physical and Verbal Assaults Are Common 

■ In a study conducted by the National Gay and I^ian Task Force, 45 percent of the gay men 
and 20 percent of the lesbians surveyed were victims of verbal aiKl physical assaults in 
secondary school because of their sexual orienution.^ 

■ In a snidy of 500 New York Gty youths served by a gay/lesbian youth services agency, 40 
percent reported that they had experienced a violent physical attack. 46 percent of those 
reporting physical assaulu reported that the assault was gay-related. 61 percent of the gay- 
related violence occurred in the family.'* 

■ Of 29 py or bisexual male adolescenU ages 15-19 surveyed, 55 percent reported verbal abuse 
from peets and 30 percent reported being physically assaulted Half of the assaulu occurred on 
school property.^ 

Helping Professionals Are Not Always Helpful 

■ Despite the mental and physical health risks faced by gay, lesbian and bisex^ 
physicians do not discuss homoaexuality with adolescent patients. Some feel that it is outside 
their realm; others fear that discussing it may upset teenage patienu or their parents. Many feel 

too uninfocmed or uncomfortable to be belpfuL*^ 

■ Of 289 secondary school oounsekn surveyed, one in six thought there were no gay sok^ 
idx»L Twenty penxnt believed tb^ wen not very competent at ojunseU^ 

Lack of Adult Role Models Causes Further Isolation 

■ Gay, Wy^** and Mtf ^'•^ adolfumtt ^ ^•^^ from, and unsupported by, members of the 
adult homosexual and bisexual communities, belted from well-functiooing gay, lesbian ai^|^ 
bisexual adults, youth rarely have suiuble role models who demonstrate by example the 
falseness of society's and-gay stereotypes."-* 
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Substance Use and STDs 

■ Cnck cocaine has been 
associated with an increase in the 
incidoice of sexually transmitted 
diseases." M San Francisco, 
tbett was a 3S% increase in cases 
ci goooixfaea among IS- to 19- 
year-olds between 1987 and 
1988; the proportion of cases was 
greatest in neighborhoods with 
the greatest number of crack- 
related arrests.^ 

■ In a study of sexually active 
adolescent males admitted to a 
substance abuse treatment 
programt53% were found to 
have one or mote sexually 
transmitted diseases.^ 

■ The exchange of sex for drugs, 
particularly crack, plays a major 
role in the spread cf sexually 
transmitted diseases," Asmdy 
of adolescent crack users found 
that one in four repoited having 
been involved in an exchange of 
sex for drugs and/or money.* 
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Adolescent Substance Use and 
Sexual Risk-taking Behavior 



llie use of alcohol, drugs aiid dgarettes by adolescents potes significa^ 

health. Yet the coonection betwea substamce iise and odier risk^ak^ 

^ir^minmA Some reseaTch has fouud that there is a linkage betwecQ the use of dgarecta^ 

alcohol and odier drags and sexual activity. Moreover, substance use may impair 

adolescents* ability to make judgments about sex and contracepdoo, placing them at 

increased risk of experiencing pregnancy or becoming infected with a sexually transroit^ 

disease, including HIV. 



Increase in Adolescent Sexual Activity Paralleled 
increase in Drug Experimentation 

■ Both experimenution with illicit drugs and sexual activity rose among adolescents over the 
last two decades. The increased rates of adolescent subsunce use and sexual activity may 
be linked either because similar factors influence both, or because engaging in one 
behavior increases the likelihood of engaging in the other.' 

■ Unlike the rate of sexual activity am^g adolescents, which continues to increase, illicit 
drug use among adolescents is declining. However, more than 4 J million adolescents ages 
12 to 17--or one out of five^have tried an illicit drag.' 

■ Adolescents who have lower expectations for academic achievement and who are more 
influenced by their peers than dieir parents are more likely than others to engage in risk* 
taking behaviors such as sexual activity, cigarette smoking and the use of alcohol and other 

■ Adolescents who use marijuana are about three times more likely to be sexually active 
before age 16 than those with no drag history. The younger the age at first use of drags, 
the greater the likelihood of early sexual activity.' Among white females under the age of 
16, those who smoke cigarettes are four times as likely to engage in sexual activity as those 
who do not*^ 

■ Females ^o initiate intercourse before age 17 are almost twice as likely as their peers 
who are not sexually experienced to begin using alcohol or marijuana within a year of first 
intercourse.' 



Substance Use Impairs Judgment and Increases 
Risk-taking Behaviors 

■ Among adolescents, sexual activity is often unplanned and often occurs after drinking or 
drag use.^^ One study of adolescenu with unintended pregnancies found that almost one- 
half had been drinking and/or using drags before the act of intercourse that resulted in the 
pregnancy.* 

■ The use of alcohol and drags has been shown to inhibit the ability to practice safer sex or 
to use contraception at aIL*<^ One study found that among sexually active adolescents who 
drink aiui/or use drags, 16% used condoms less often after dririldng and 23% after drag 
use.^ 

■ A survey of college students found that 7S% of the males and at least 55% of the females 
involved in acquaintance rapes had been drinking or using drags just prior to the attack.'^ 

■ The use of crack cocaine is associated with hi^ levels of sexual activity and risk-taking. 
A study of female crack users found tfiat they reported twice as many sexual partners per 
month as non-users. One-third of black adolescent male crack users in another study 
reported ten or more sexual partners in the last year.* 
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Rates of Sexual Activity and Substance Use Differ 
According to Race and Gender 

■ Sevcnl stodsM htve diown diit ntes of «lcohoU d 
amoogirfuleaddesccsitsdiaaamcncbbckorH^ Black adolasccots 
aie moce likdy to be aexuaUy active than their w 

■ Blark rk4trtrtn*y ^ aleahol ami Aug im than th^ whitft pftM, 
Hi^anic tecitt r^Mct mote substance use than black teens, 

teens. Nadve American adolescents repcft the highest ntes of alcohol and dmgu^ 
Asian^Amqican teens report the lowest" 

■ 89% of high school seniocs r^ort having tried alcohol." White and Native American 
males report die highest rates of heavy drinking: almost half rqMrt having 5 or mm 
in a row in the last two weeks. One-third of the females of these groups report heavy 
drinking. Among black and Asian- American females, only one in ten reports heavy 
drinking." 

■ 19% of high school seniocs report daily use of cigarettes. Two-thirds of all adolescents 
have tried cigarettes; 29% report smoking within the last month. Females tend to smoke at 
slightly higher rates than males.^' 

■ Four out of ten high school seniors report having tried marijuana. White males and Native 
American males and females report the highest rates of current marijuana use: one-fourth 
report using marijuana in the last month. Fewer than 10% of black, Puerto Rican, and 
Latin American females and Asian American males and females report marijuana use in 
the last month." 

■ 9% of high school seniors report having ever tried cocaine, and about 4% report having 
tried crack.^ Rates of cocaine use are lowest among black and Asian*American 
ad^escentt. Hispanic inales and Native Anierican males and females report the highest 
rates of cocaine use: between 7 and 9% of higji school seniors in these groups report using 
cocaine in the last month. Among tidiitehi^ school seniors, 4% of females and 6% of 
males report using cocaine in the last month." 

■ Males are more likely than females at any age to use marijuana or alo^ol or to be sexually 
active. Among females at any age, white adolescents are more likely than black or 
Hispanic adolescents to have begun using alcohol or marijuana.^ 

Most Adolescents Perceive Risks, but Peer Pressure 
Plays a Role in Alcoliol and Drug Use 

■ While only 23 % of high schod seniors believe it is harmful to try marijuana once or twice, 
78% believe it is harmful to smoke marijuana regulariy. 60% believe Aax trying cocaine 
once or twice is harmful. Nine out of ten believe regular use of cocaine is harmful^ 

■ Black adolescenu are more likely than whites to perceive that drug use involves hi^ risks, 
and to disapprove of drug use." 

■ Adolescents perceive less harm in the use of alcohol than in the use of drugs. Only one- 
third of hi gh school seniors believe it is harmful to take one or two drinks every day; 
almost half believe that it is not harmful to have five or more drinks once or twice a 
weekend.^ 

■ 2 1 % of high school students report feeling ""a lof* of pressure to drink alcohol. 7% rtpM 
feeling **a lot"* of pressure to use drugs. Adolescentt from socio-economically 
disadvantaged backgrounds are three times more Ukely than others to report feeling 
pressured to use drugs.^* 

■ According to one survey, adolescenu rate the mass media as their best source of 
information about alcohol and drugs. However, Uack adcdescents report seeking 
information about alcohol and drugs from their families more often than do white 
adolescents. Moreover, white adolescentt are twice as likely to believe what their friends 
tell them about alcohol and drugs as are black adolescents. 

Compiled by Elizabeth Armstrong, July 1991 



ERIC 



37 



CPO 1993 — ATTACHMENT I.I 

Excerpt £rom thm 24th Annual Gmllup/Plil D^ltm Kappa Poll of thm 
Public Attitudos Toward thm Public Schools 



Distribudoa of Condoms by Schools 

T«n y«ar3 ago, fm distribution of condoms in pgdic hiqtx 
schools would h«^« b««n umntnkab4«. Today, mt fast- 
growing AtOS spidtniic has mov«d a numoar of big<ity 
school systtms to adopt a policy of condom distribution. A 
trand is apparantly in tiia maidng.* 

PoU pUnnars mis ytar askad a sahas of quastions to maas* 
ura locaJ support for tha distribution of condoms in tna 
schools. A majority of raspondants (68%) would approva of 
condom distribution in thair local public schools, although 
25% of tham would approva distribution only wim parantai 
consant. Majoritias of tha public baliava that condom distri- 
bution tn tha schoots would Slow tha spraad of AIDS and othar 
saxuaify transmittad disaasas and, to a somawhat iassar ax- 
tant would raduca tha numbar of pragnancias among stu- 
dants. Tha possibility that condom distribution would incraasa 
saxual promiscuity among studants is as iikaly by a sig- 
nificant numbar of raspondants: 40% say it would incraasa 
saxual promiscuity, 42% say it would malca no diffaranca, 
and 13% say it would actually dacraasa promiscuity." 

Savarai imarasting, though parhaps pradictabia, damo- 
graphic diffarancas show up in tha rasponsas to tt\9S9 quas- 
tions. For exampia, man ara slightly lass Iikaly than women 
(39% to 45%) to aoprova of provkjing condoms without paren- 
tal consent to all studants who want ttiam. Okjar and lass- 
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wali*a^jcatad raspondants and those who live in small com- 
munitiasorin tha South are also leas likely to approve of the 
practice. Catholics and Protestants are equally itkaiy to ap- 
prove of the idea (40% in favor). 
The first question: 

Which one of the following plans regarding con- 
doms would you prefer in the public schools in this 
community? 
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The second question: 

In your opinion, which of the folkawing would hap- 
pen if condoms were providad in the local public 
schools? 
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Policymakers recognize the important role schools play in educating youth 
about HIV/ AIDS prevention. The federal government supports state and local 
efforts with funds and technical assistance through the Centers for Disease 
Control and Prevention's Division of Adolescent and School Health, located 
within the Center for Chronic Disease Prevention and Health Promotion. Every 
state either mandates or recommends that schools provide HIV/ AIDS preven- 
tion education. (See Attachment II.A.) 

State legislation and policies adopted by boards or departments of educa- 
tion are more or less explicit about what must be taught. Over half of the states 
have developed their own curricula on HIV/ AIDS. Some states require each 
school to appoint an AIDS Advisory Council; the state may even specify who sits 
on the council and define its responsibilities. 

Strong institutional support for HIV/ AIDS prevention and systems that 
promote conmiuntty participation make it easier to design programs that meet 
local needs. It is in this context that school condom availability has recently 
gained momentum and support. Condom availability is no longer a novelty^ 
schools with programs can be found In the suburbs and in rural communities 
as well as in major urban centers. 

In September 1989. condoms were made available to students In the two 
high schools of Adams County, Colorado. Approved by the board of education in 
August 1988 as a component of a comprehensive HIV/ AIDS policy, the program 
is probably the first district- wide condom availability program outside a school- 
based health center. The national media first focused on the issue In August 
1990, when Public Schools Chancellor Joseph Fernandez aimounced his 
support for condom availability as part of a comprehensive education program 
to combat the epidemic rates of HIV Infection among adolescents in New York 
City. Since then, Philadelphia, Los Angeles, San Francisco, Washington, D.C., 
Seattle, Boston and smaller communities such as Cambridge and Falmouth, 
Massachusetts and Santa Monica, California have adopted programs. 

Even earlier, condoms and other contraceptives had been available through 
a number of school-based health centers (SBHCs) that provide primaiy care to 
enrolled students. Although the majority of centers do not provide condoms on 
site, the Center for Population Options (CPO) estimates that nearly 50 out of over 
400 of these centers nationwide make condoms available as a health service. 
Some of these programs have been operating for years and have provided 
contraceptives (including condoms) mainly in an effort to address the problem 
of teen pregnancy. With the emergence of HIV/ AIDS as the leading cause of death 
among young adults in some cities, condom avallablUty programs are increas- 
ingly Incorporated into more comprehensive prevention efforts. (Chapter 8 
describes several SBHC condom availability programs.) 

A list of cities in which schools and school districts have adopted or debated 
condom availability policies appears at the end of this chapter. The case studies 
found in Chapters 7 and 8 describe the steps which led to the adoption of the 
policy in several of these cities. 

Policymaking can be a straightforward process, but often becomes more 
complex, particularly in larger school districts. This chapter primarily addresses 
school officials and administrators and advocates. It outlines the basic process 
of providing leadership and adopting a condom availability policy. At the end of 
this chapter arc examples of policy documents from states and districts that 
permit condom availability. 

3D 
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For a condom availability program to receive serious consideration, a credible 
individual or segment of the community must lead tiie public debate. In 
Massachusetts, a state board of education resolution was the impetus for local 
communities to discuss the issue; the resolution required every local school 
district to consider condom availability as a policy option. Similarly, state 
guidelines and state-level policies on HIV/ AIDS and teen pregnancy prevention 
can be the framework for discussing a condom availability proposal. Local 
leaders, however, need to move the process forward and consolidate local 
support. 

Schools are complex institutions that respond to federal, state and local 
mandates as well as to the needs of parents and students. Those leading the 
condom availability effort must be very familiar with school operations and how 
policy is made and implemented. 

Ideally, the school superintendent and his or her staff provide leadership 
in establishing a condom availability proposal. Whether or not he or she exerts 
leadership on behalf of a program, the superintendent plajrs a major role in 
developing school policy. School boards rely heavily on these administrators for 
re(X)mmendatlons on programs and policies the superintendent will implement. 

If the superintendent is unwilling or unable to support the policy, however, 
a group of principals, public health officials, ofQcial AIDS advisory groups or 
community groups can initiate the policy discussion. (See Chapter 3.) Commu- 
nity organizations and health professionals unfamiliar with sc^hool policy and 
procedures will find a useful guide in How Schools Work and How to Work with 
Schools: A Guide for Health Professioruals published by the National Association 
of State Boards of Education. (See Attachment n.C for information on how to 
order the publication.) 

In fact, initial leadership in policy and program development has emerged 
from a variety of sources, including: 

^ city government (elected officials, health department) 

♦ school board members 

^ school superintendents and principals 

♦ state, local or district HIV/ AIDS task forces 
^ community based organizations or activists 

♦ school-based health center staff 

♦ students. 

In New York City, for example, the carty Icx^ leadership was taken by 
cx>mmunity advoc^ates — including parents, faculty, AIDS acrtivlsts and health 
practitioners — but eventually the school superintendent, the Chancellor, 
adopted that leadership role as his own. In Washington, D.C., however, the 
leadership in policy and program development was derived from the Mayor and 
Health Commissioner, who received strong and welI*organlzed support from the 
c:ommunity. The school superintendent eventually supported the concept, but 
never declared ownership of the program. 

A. Establishing the Context for a Proposal 

Sch<x>l condom availability programs generally operate in one of two 
contexts: as a component of HIV/ AIDS prevention or sexuality education, or as 
a health servlc^e delivered by health professionals or a school-based health 
center. . , 
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There are good reasons for adopting either approach, depending on local 
concerns. Programs necessarily combine elements of both education and health 
care and employ professionals from both fields. Condom availability programs 
have both educational and public health goals. Condoms themselves are a 
health aid; however, they are non-invasive and widely available without a 
prescription and in non-medical settings. Additionally, teaching eCective 
condom use and negotiating skills are educational goals. 

Deciding whether to make condoms available as a health or as an education 
function is a policy choice that has important implications for the program's 
design and implementation. Decisions about staffing, materials or services, 
parental consent or opt-out requirements and funding are often related to that 
choice. The decision may hinge on the different ways the law treats health and 
education services, the potential sources of funds for the program or the primary 
source of leadership and support. 

B. Developing an Action Plan 

Regardless of whether leadership is from school officials, parents or 
community advocates, the following tasks should be considered in developing an 
action plan; 

❖ making a case for condom availability (Chapters 1,3 and 5) 

❖ choosing a goal and developing a policy proposal (Chapters 4 and 5) 

❖ building support among community stakeholders — the school, the 
medical community, city government, parents, students, religious 
leaders, civic organizations, advocacy groups, etc. (Chapter 3) 

❖ bxiilding support among the community's political leaders (Chapter 3) 

❖ inspiring policymakers to action (Chapters 2 and 3) 

❖ dealing with conflict and opposition (Chapter 3) 

❖ using media attention to educate the public and policymakers 
(Chapters). 

In preparing the proposal, the critical constituencies are members of the 
public health community and the school community, including parents, stu- 
dents, principals and other administrators, local school committees, health 
educators, school nurses, budget officers and teachers. In setting policy, the 
school board will weigh the views of those responsible for administering the 
program, as well as of parents and community leaders. Involve or consult 
representatives of these groups in planning, to ensure that basic concerns are 
anticipated. Gather teams or working groups of key school staff to brainstorm 
strategies and cany out the plan. (See suggestions in the chapters listed in the 
parentheses above.) 

C. Obtaining Assistance 

Prom Community Groups. When proponents within the school sjrstem, 
government agencies and outside organizations share information and collabo- 
rate on strategies, they form a powerful and effective alliance. School officials 
seeking help from community groups should start by calling a meeting of 
supportive local groups and asking their help in educating policymakers and the 
community. Let them know exactly what they can do and provide them with 
information to begin. Ask what other groups need to be involved in the strategy. 
(See "Building a Coalition for Advocacy" in Chapter 3.) 
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From Advisory Councils or Local Professionals, Ma^vy school districts have 
AIDS advisory councils comprised of individuals with clinical experience work- 
ing with adolescents and of researchers, academics, health care providers, 
psychologists, policy analysts, religious leaders, etc. In several cities, it was an 
advisory council that initiated the condom availability policy debate. If an AIDS 
advisory council does not exist, one could be established. Although this is a 
ready-made panel of experts, others can be enlisted to advise school ofl&cials on 
policy impacts and implications as well. They can also help evaluate challenges 
to condom availability and develop effective responses. Individuals in the local 
community should be solicited to testify before the board or speak to the media 
in their area of expertise. 

From National Experts. A clear command of the facts is vital In responding to 
misinformation and misrepresentation of data. Consult nationally recognized 
experts either directly or through their publications. Chapter 9 contains articles 
and lists organizations that provide information, expertise or the ability to put 
schools in touch with leading experts in the field. 

Prom Other Schools. CPO*s National Clearinghouse on School Condom 
Availability tracks programs throughout the country and can provide informa- 
tion and connect school ofiQcials or advocates with leaders elsewhere. State 
departments of education or health might be able to provide Information about 
other school districts' condom availability efforts and about strategies for 
developing community consensus and support. 

D. Preparing for Community Debate 

In some communities, school officials have been careful to treat condom 
availability in a low-key style. By dealing with the issue matter-of-factly and 
without publicity, they beUeve they can avoid debilitating controversy. 

Such a low-key approach to policy development might be effective in 
communities where there is unlikely to be significant opposition among school 
board members or city officials. It may also work well ff existing school services 
such as health centers or school nurses' offices were to make condoms available. 

It is impossible, however, to avoid publicity altogether and opposition is 
likely to surface after the decision is made. School officials who supported the 
policy might be charged with "sneaking it through," "cutting parents out of the 
process," "overreaching their authority." Officials should anticipate efforts to 
reverse or revise the policy, either through political pressure or through legal 
challenges. 

If a school district has debated sexuality or HIV/ AIDS education curricula, 
school officials may have a good sense of potential sources and strength of 
opposition to condom availability. If opposition is neither well-organized nor 
driven by national groups and If policymakers are prepared to weather the 
conflict, officials can address specffic concerns and it is likely vocal opposition 
will fade, dire predictions be proven unfounded and the policy be accepted. 

On the other hand, many communities — especially those with a well- 
organized conservative religious presence — must be prepared for highly 
charged conflict. Community organizing is an extremely Important strategy in 
limiting the impacL of vocal opposition from a small minority. 

Some officials feel that conflict has a positive side in that it can help to focus 
the public's attention on issues it would otherwise ignore: teenagers, sex and 
AIDS. New York City school officials' strong stand on including condom 
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availability in a comprehensive HIV/ AIDS education program brought national 
attention and enormous conflict to their door. These offiicials understand that 
among their accomplishments are the heightened awareness of the problem of 
HIV/ AIDS throughout the city and a new ability on the part of both students and 
adults to talk openly about their concerns and take actions to address them. 
They also point to the nationwide debate and long list of school districts that have 
subsequently adopted or considered programs of their own, as a sign of the far- 
reaching impact of their deliberations. 

Knowledge of their community allows school offiicials to choose the most 
appropriate approach to take in seeking to implement a condom availability 
program. Regardless of whether the decision is made to seek a low or higher 
profile for the policy decision, outreach to community groups is essential to 
building a base of support. (See "Building Community Support" and "Respond- 
ing to the Opposition" in Chapter 3.) 

E. Gauging Community Support Through Public Opinion Surveys 

One method of gauging community support is the use of public opinion 
polls. The public usually assumes parents oppose making condoms available in 
school. National polls suggest, however, that this is not the case. Survey results 
can effectively challenge this assimiption in the local commxmlty. (See "Survejrs" 
in Chapter 5.) 

Surveys have been used effectlvefy in Baltimore, Maryland and Portland, 
Oregon to support policies making condoms available In existing school-based 
health centers. In Baltimore, the survey was limited to parents of students 
enrolled in the school health centers. The Portland survey Included non-parent 
residents, parents and students. (See the case studies in Chapter 8 for more 
information on the surveys.) 

F. Planning for Madia Coverage 

Once a condom availability policy is publicly proposed, the issue will be 
debated throughout the community. The media will seek out signs of conflict. 
Since school condom availability is a new concept, schools may receive calls from 
national as well as local media. 

It is not always possible to control when the media will announce the 
proposal. The most important consideration, however, is that it not come as a 
surprise to school board members and key city offiicials. They should be briefed 
on the proposal and given an opportunity to support it. If outreach by school 
ofQcials and outside groups has been effective, these key stakeholders will be 
Informed about the need for action and their input wlU have been solicited. Even 
if some of them oppose the initiative, early briefing will reduce the potential for 
emotional reactions. (Sec **Designing a Public Education Campaign** In Chapter 3.) 

By taking the following steps, school officials can maximize the opportunity 
provided by the press and achieve greater control over media coverage. 

Take Advantage of Public Awareneaa Created hj National Newa. Reports of 
dramatic research findings, a story of a teen living with AIDS or a celebrity's 
personal story can provide openings for the announcement of a condom 
availability program. 

❖ Soon after Earvln "Magic" Johnson announced his HIV-positive 
status, officials in Portland. Oregon, began planning the 
announcement of a new city policy allowing condoms in school- 
based health centers. 
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^ Within weeks of the release of a major study estimating that as 
many as one in 45 adolescents in the District of Columbia is 
infected with HIV and that one in 67 babies is bom to an HIV 
positive mother, the mayor announced the details of an HIV 
prevention initiative that includes condom availability in the 
schools. 

Create Public Awareness Through a Series of Local Events and Coordinated 
Public Education Strategies. Coverage of community HIV/AIDS-related 
activities may prepare the community to support condom availability. Call 
attention to: local activities in recognition ofWorld AIDS Day, a press conference 
releasing results of a local needs assessment or survey, the city council's 
resolution declaring AIDS Awareness Week, etc. Schools can work with the 
health department, city officials or community organizations in planning these 
events. 

Positive Media Relationships. Clear procedures for initiating and 
responding to media contacts will make handling press calls easier. Route calls 
from the press to one designated contact. This practice establishes a regular 
contact for reporters and ensures consistency in the message. It also improves 
reliability in follow-up on any materials the interviewer requests and provides a 
screening mechanism for interviews. The press contact should try to respond to 
all media calls. Even if an interview with the spokesperson is not granted, the 
contact can provide useful background materials and information to the 
reporter. 

Prepare a Press Packet. Compile and distribute a press kit that Includes 
information about the school population, the commimlty , the rates of pregnancy 
and sexually transmitted diseases — including HIV — in the community, the 
school's current program for addressing these problems and a description of the 
proposal. The kit can contain letters of support, copies of relevant articles, 
results of any surveys or needs assessments, advisory panel reports, etc. This 
written information efficiently provides much of the background reporters need, 
saves staff time and decreases the risk of inaccurate reporting. 

Prepare the Spokesperson for Interviews. Even the most experienced 
spokespeople benefit fix)m anticipating difficult questions and practicing the 
answers in role-play situations. Knowing ahead of time who is calling and the 
Jocus of the interview helps the spokesperson to organize his or her thoughts and 
to decide which are the most important points to communicate. By being clear 
and succinct and demonstrating thou^tfiilness, sensitivity and candor, the 
spokesperson can diffiise criticism and convey confidence in the proposal. 

Consider Holding a Press Conference. If the school superintendent makes the 
proposal for condom availability, it is likely to be presented for the first time at 
a school board meeting attended by reporters. Media may also attend any pubUc 
meeting at which the superintendent is called upon to respond to questions from 
the community. At some point it may be appropriate for the superintendent to 
respond direcUy to questions from the media at a press conference. 

A plan spearheaded by the health department will usually be announced 
at a press conference. In addition to the health commissioner and other 
representatives of local government and the school board, the presence of 
community representatives signals broad-based support for the plan. Invite 
students, parents, clergy, representatives from school-based health centers, 
local youth- serving agencies and advocacy groups to attend and make written 
statements available to the press. 
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Consider Seeking Editorial Support* Undoubtedly, local newspapers will 
take a stand on any condom availability proposal. If their support is critical 
for approval, it may be useful to arrange a meeting with the editor or 
editorial board to make the case personally. The school district's public 
relations oflBicer and one or two spokespeople should attend the meeting. If 
possible, a public health ofilcial should be available to respond to medical 
or epidemiological questions about HIV/ AIDS. This group should provide 
background materials and be prepared to respond directly to arguments 
against the program. 

II. MAKING POUCY DECISIONS 

While some states' laws prohibit the availabilily of contraceptives on 
echool property, the school board is generally responsible for establishing 
school policy on condom availability. If the law permits, the school board 
may authorize or recognize the authority of another individual or agency — 
such as the superintendent or the health department — to make condom 
availability decisions on the basis of existing policies or laws regarding HIV/ 
AIDS education and health services. 

For example, in Washington. D.C.. school condom availability was one 
component in a city-wide, five-year plan for AIDS prevention spearheaded 
by the Health Commissioner and the Mayor. The school board never voted 
on the policy, although its members expressed overwhelming support for 
the initiative. Had school board members actively opposed the measure, the 
health depaulment might have faced a serious legal or political challenge. 

A. School Board Procedures 

When dealing with a controversial issue it is especially important that 
the school board follow proper procedures for adopting policy. This process 
should be open, fair and allow for input from the community. The board is 
likely to follow the steps outlined below. 

Recognize the Need for Policy; Define the Problem 

The issue of condom availability may be brought before the board by 
advocacy groups, the medical community, the school superintendent or 
board members. The school board must clarify its views of the problem's 
scope and its goal. For instance. If the goal is simply to make condoms easily 
accessible, then condom availability is the simple response. If the goal is to 
prevent HIV infection, then, in addition to condom availability, the board 
must include strategies to improve teens' capacity to use condoms, such as 
counseling, outreach and follow-up. If the goal is to prevent high-risk 
behavior, then the school must also consider multi-component inteiven- 
tions. parental involvement and outreach, higher level skiUs-building for 
communication and access to health, family planning and mental health 
services. 

Gather Information 

Needs Ajisessments. Decisions should not be based merely on emotions 
or in response to political pressure. The school board needs the facts about 
adolescent risk-taking behavior and how the school and community may 
already be addressing it. Unless a needs assessment has already been 
prepared, the board should request one from the superintendent or a task 
jforce. 
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Legal Opinions. The school counsel should be consulted or asked to write an 
opinion on federal, state and local legal issues raised by a condom availability 
program. The board should also ask for an analysis of how condom availability 
is in keeping with, or in conflict with, existing school policies. If there are 
conflicts, the board must be prepared to address them. 

Expert Opinion. The board should be briefed directly by local public health 
authoriUes on the prevalence of STDs and teen pregnancy. They may also call 
on experts in the fields of adolescent health. HIV/ AIDS and pregnancy preven- 
tion to better understand implications for the school population. 

Community Opinion. A task force, advisory council, or superintendent may be 
asked to gather input from the community through public hearings, meetings 
with parent groups, solicitation of written comments, or public opinion surveys. 
Using forums in addition to official school board meetings to solicit the public's 
views allows for concerns to be identified and addressed and may more 
accurately reflect public opinion. 

Gathering all of this information takes time and financial resources. 
However, most boards will find that providing sufiicient funds to do a good Job 
of data gathering pays off in the end. 

Seek Recommendations from the Superintendent, Policy Committees, 
Task Forces, Citixen Groups, Specialists, etc. If the superintendent takes a 
leadership role, it is appropriate for the board to rely on him or her to present 
a specific recommendation or plan. 

If a special task force is appointed by the board or the superintendent to 
draft a plan or a policy recommendation, members should have experience with 
the issues and in working with adolescents, or be directly affected by the 
proposed program. Members may include: 

<• principals and /or board representatives 

❖ HIV/ AIDS and health educators 

❖ school nurses, counselors, psychologists and/ or social workers 

❖ experts in adolescent health 

❖ representatives of teen pregnancy prevention organizations 

❖ parents 

❖ students 

❖ representatives of youth-serving and/or community organizations. 

Encourage broad representation from the community. The board should 
consider appointing business and religious leaders who interact regularly with 
young people. j 

Discuss, Debate and Decide on Content of Program; Consider Alternatives 
and Consequences. The board may discuss the proposal several times, raising 
questions that require further research, or it may suggest changes needed before 
members are ready to consider a written policy. Additional legal questions may 
also emerge from specific recommendations. This process generally builds a 
working consensus about what ttie board hopes the policy will accomplish, the 
scope and limits of the policy, and the context of the program. 

Board members will address concerns such as: 

Should the policy include a simple affirmation that condoms will be 
available in the school and leave the program's design to the 
superintendent or local school? 
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♦ How specific should the policy be about staCBng, location, 
counseling, parental consent, etc.? 

Hold m First Reading. Usual rules about public hearings should be 
followed and the community should be notified in advance about board 
hearings or public meetings when condom availability is on the agenda. The 
potenUal for emoUonal conflict makes it important that ground rules for 
public comment be set in advance and adhered to by the moderator. These 
might include: limiting the number of speakers; restricting the length of 
time each person can speak; limiting speakers to residents of the school 
district; alternating speakers between proponents and opponents of the 
proposed policy; maldng arrangements to accept written comment; and 
ruling defamatory statements and personal attacks out of order. To keep 
speakers from exceeding their time limit, establish a warning system that 
signals the need tjo summarize or conclude, and control the microphone 
firom the chair. 

The board may choose to schedule a meeting devoted entirely to public 
testimony on the condom availability proposal. A period should be set to 
receive written comments from the public. If the board does not have a 
standard procedure for sharing written comments, it should clarify how to 
handle these comments. 

Hold Second Reading; Adopt the Proposal. As a result of the hearings or 
In response to written comments, incorporate any changes or clarifications 
Into the draft policy. If these are major, a second round of hearings on the 
revised proposal may be necessary. If not, the board should be ready to vote 
on the proposal. Formal amendments are often offiered and voted on at this 
time. 

Decide Whether to Review the Implementation Plan. Once the policy 
is official, the superintendent has the responsibility for setting the imple- 
mentation guidelines. Some school boards routinely review administrative 
guidelines that flow from a policy, but boards will have different procedures. 
In Becoming a Better Board Member: A Guide to Effective School Board 
Seruice, the National School Boards Association dtes three reasons for 
such a review: 

♦ To determine whether the superintendent understands the 
intent of the policy. 

To help catch any problems with the procedures that are 
developed. 

❖ To learn from the administration if certain aspects of the policy 
are going to be more difficult or expensive to implement than 
the board anticipated. 

By reviewing the guidelines, the board has the opportunity to reiterate 
its support for the policy; however, this step is most likely to be required 
when the school board vote is close or unresolved issues remain. Unless it 
is standard procedure, review or approval of the guidelines may be 
considered unnecessary when the supcrlntendtent has been involved in 
developing the policy and the local school has been involved in planning the 
guidelines. If the board wishes to monitor the program's implementation, 
it should request periodic progress reports. 
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6. Anticipating Community Reaction 

After a policy Is adopted, schools may experience continuing controversy. 
Board members may find themselves challenged in their bid for reelection; 
lawsuits may be filed challenging the policy. If the case is made clearly to the 
public, the community is educated adequately on the issue and the process is 
fair and open, these challenges are unlikely to succeed: 

In one school district, opponents of the plan put up a complete slate of their 
own in the local election. Board members' concerns that their support for 
condom availability would result in their defeat, however, were disproved when 
all major proponents of the policy were reelected with comfortable margins. 
Similarly, none of the lawsuits filed against condom availability programs has 
succeeded in blocking implementation to date. (See Chapter 6.) 

The school board and administrative stafiTs efiectiveness in collaborating 
with health professionals and community groups while condom availability is 
being considered will help maintain community support once the program is in 
place. Subsequent chapters elaborate how to build and maintain public support 
while developing a model that will meet the community goals for a condom 
availability program. Schools cannot achieve these goals in isolation and will 
need to collaborate with health and community groups throughout the process 
of planning, implementing and evaluating a program. 
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CHAPTER TWO ATTACHMENTS 

A. School HIV/ AIDS Education: State Requirements/ Recommendations 

B. Cities or Schools with School Condom Availability Programs 

C. How Schools Work and How to Work With Schools: A Guide for Health 
Professionals, introduction and purchasing information. 

D. Condom Availability Policies: 

1 . New York City Board of Education 

2. Los Angeles Unified School District Board of Education 
(Excerpt from minutes) 

3. Massachusetts State Board of Education 

4. Philadelphia Board of Education 

5. Adams County. Colorado, School District #14 

6. Recommendations for Policy: Governor's Committee on AIDS, Hawaii 

7. San Francisco Unified School District 

E. Editorial Support for Condom Policy: 

1. The Baltimore Sun, Baltimore, October 25, 1990 

2, The Baltimore Swx Baltimore, November 21, 1990 
3- The Boston Globe, Boston, February 20, 1990 

4. The Boston Globe, Boston, June 13, 1992 

5. The Philadelphia Inquirer, Philadelphia, June 26, 1991 

6. The Washington Post, Washington, May 13, 1992 

7. The Washington Post Washington, April 14, 1992 
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CITIES OR SCHOOLS WITH SCHOOL CONDOM AVAILABIUTY PROGRAMS 

Identified, as of 2/18/93 



School-Based Health Centers Programs Implemented 

Nationally, CPO estimates tiiat over 50 school-based clinics health make condoms available to sexually 
active students, Including: 



Uttle Rock (AR) 
Chicago (IL) 
Baltimore (MD) 
Portland (OR) 
Minneapolis (MN) 



Philadelphia (PA) 
Cambndge (MA) 
Los Angeles (CA) 
Quincy (PL) 
Miami (PL) 



Dallas (TX) 
New York City (NY) 
Portsmouth (NH) 
Culver City (CA) 



School-wide or district-wide programs implemented 



Falmouth (MA) 
New York City (NY) 
Philadelphia (PA) 



Martha's Vineyard (MA) 
Commerce City (CO) 
Hatfield (MA) 



Los Angeles (CA) 
Washington (DC) 
Santa Monica (CA) 



Programs approved and being designed 



Seattle (WA) 
Newton (MA) 
Brookline (mIa) 
Provincetown (MA) 
Holden (MA) 



Chelsea (MA) 
Somen/ille (MA) 
Sharon (MA) 
Uncdn/Sudbury (MA) 



San Francisco (CA) 
Northboro (MA) 
Northhampton (MA) 
Amherst (MA) 



Progrsms rejected 

Chester (VT) 
San Lorenzo Valley (CA) 
Springfield (MA) 
Randolph (MA) 
Weymouth (MA) 
Grafton (MA) 
Laurence (MA) 
Norwood (MA) 
Everett (MA) 
North Andover (MA) 
Southbridge (MA) 



Talbot County (MD) 
Tamalpais HS, Marin Co. 
Worcester (MA) 
Dedham (MA) 
Canton (MA) 
Hopedaie (MA) 
Fitchburg (MA) 
Swampscott (MA) 
Grafton (MA) 
Reading (MA) 
Southwick-Tdland (MA) 



Swansea (MA) 
(CA) W, Springfield (MA) 
Kennebunkport (ME) 
North Shore (WA) 
Palmer (MA) 
Whitman (MA) 
Lake Washington (WA) 
UxbrkJge (MA) 
Winchester (MA) 
New Bedford (MA) 
West Newbury (MA) 



TTm C«ntK for Population Optfons 
1025 V«rmom Av« NW, SulU 210 
Washington, DC 20005 
(202) 347-5700 
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INTRODUCnON 

A gTDwii^ Duixiba' of physksaxis ^ 

or in^mw health education and we cxxn^^ 

raavcmcTiL Your success or Mure in this exxicivor will depend largciy upon your 
ability to icam HOW SCHOOLS WORK AND HOW TO WORK WTIH SCHOOLS. 

All too often, outsiders who try to work with schools find themselves pu2zled atxl 
fnistratcd. 

• Why is it so difficult to address controversial issues in schools? 

• Wh\' are o&rs of assistance somctixncs met with resistance? 

• How can an indhidual infiuoxre school policy? 

• If one wants to work widi schools, how in the work! do you gain acc^? 

These are some questions that this parq^hlet will he^ answer. 

Educators are ciairently being asked to address a wide variety (^health issues with 
whidi they have minimai expertise. These indude teen pregnancy prevention, 
alcohol and drug abuse environmental conditions including radon and asbestos, 
prevention of sexually transmitted diseases, anti-sodal behavior, snd suidde. The 
spread of HIV infection is the newest and most critical health issue confix)nting 
them 

The Centers for Disease Control is recommending that prevention of HIV 
infection and other health hsks be pan of a conyrebensive school health p rogtam 
that addresses the bnxkdnaigc of health risks to young people We ste 
belief What you need to understand, however, is that a con4>rchensive school 
health prc)gram is a new klea to maxxy educators atKi inany are unsun! hc^ 
proceed 

As a community leader, you have a r^t and a responsibiiity to be interested in 
the present and future health of the children in your community. Infiuendng 
young people depends on one's ability to gain access to them. Because most 
young people under the age of 16 are in schools, health professkxais must work 
with sdbools to reach significaiu numbers of young people. 

Ihis pariq)hia is airned at those of yoii who warn your kxai tnsdi^ 
other group of concerned health professkxais to work with sdiools on an on- 
going basis It is written to he^ health professkxsais understand how the 
education system works — how the governance structure operates, who's in 
charge of what, and where there are leverage points for action — so that the 
experience of working with schools is one that yieids systemic infxcwements in 
school health programs. Otherwise, schools and the community will not be able 
to benefit iuily from the guidance and expertise of th\t medkal profession. 
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Copies of How Schools Work and 
available for $6.50 each (prepaid) 
State Boards of Education, 1012 
22314; (703) 684-4000. 



How to Work with Schools are 
froro the National Association of 
Cameron Street , Alexandria , VA 
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CPO 1993 — ATTACHMENT II. D. 4 



Policy, Philadelphia Board of Education, Approved 6/24/91 

WHEREAS, the Board of Education is aware that 
adolescent pregnancy, sexually transmitted diseases and HIV 
infection are epidemic among school age youth; and 

WHEREAS, a TaskForce, composed of medical, health care, 
advocacy, governmental, parental and employee organizations was 
convened to study the issues raised by adolescent sexual 
behavior; and 

WHEREAS, the Task Force delivered its report on 
Adolescent Sexuality and the Role of School in the Prevention of 
Pregnancy, Sexually Transmitted Diseases and HIV Infection, 
including various policy options for the Board's consideration; 
and 

WHEREAS, the Board of Education has conducted public 
hearings throughout the ity, at which the entire Philadelphia 
community, including parents, students, religious leaders and 
medical authorities, had an opportunity to, and did, respond to 
the Task Force report, showing a great deal of interest and 
concern for the issues and for the health and welfare of the 
young people of Philadelphia; and 

WHEREAS, the Board recognizes that schools, iin concert 
with all segments of the Philadelphia community, have an 
obligation to promote a health lifestyle for all adolescents; be 
it 

RESOLVED, that the Board of Education adopt policy 
statement number 123, Programs, Adolescent Sexuality. 
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CPO 1993 — ATTACHMENT II.D.5 



EXCERPT FROM POLICY, ADAMS COUMTY SCHOOL DISTRICT #14 BOARD OF 

EDUCATION, APPROVED 8/23/88 



DISEASE TRANSMISSION PREVENTION 

In attempt to make reasonable accommodation and promote 
responsible decision making for individual students who have 
decided to engage in sexual activity and/or other high risk 
behaviors, which could bring exposure to sexually transmitted 
diseases such as AIDS, Chlamydia Infection, Gonorrhea, Herpes, 
Human Pappillomavirus, and Syphilis, the school district shall 
make available the opportunity for students to visit with 
medically supervised professionals from the Commerce City 
Community Health Service or the Commerce City Family Health 
Center to be counseled about sexuality decision making, disease 
transmission and prevention methods. Distribution of disease 
prevention material shall be done under the auspices of a 
licensed physician and only when appropriate counseling has taken 
place so the individual is thoroughly familiar with the 
complications associated with high risk behavior; Parents 
wishing to withhold any sexuality counseling or referral may 
request such by signing the appropriate permission withholding 
form. 
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Tackling teen pregnancy 

The newest figures are two years old, but they are ominous 
nonetheless: In 1988, more than 5,500 Baltimore city teen-agers 
became pregnant; over 3,000 gave birth. And there is little reason 
to suspect the numbers have changed very much since. There are 
perhaps as many reasons for teen pregnancy as there are teen-ag- 
ers who become pregnant. But the underlying problem is this: 
These adolescents are either ignorant about birth control, or they 
don't know how to get it and use it. 

Npw the city Health Department has embarked on a wise, al* 
belt controversial, course: It has begun distributing birth control 
pills and condoms through on-site health clinics at seven city 
schools. The idea comes from a landmark study by the Johns 
Hopkins University done in the early '80s in which students could 
get professional counseling at school and medical and contracep- 
tive services at nearby clinics. After three years, the pregnancy 
rate in the participating schools dropped 30 percent, and the me- 
dian age of a girl's first sexual encounter rose from 15 Viz to 16. 

Sixteen is stiil vulnerably young; and it would be wonderful if 
teaching adolescents to "just say no" would be enough to deter 
sexual activity. But in a city that has one of the highest teen-age 
pregnancy rates in the nation, that is wishful thinking. The fact 
that contraceptives will be given only to those students who are 
already sexually active indicates that parents have already had 
their chance at moral suasion — and failed. 

On the other hand, the Hopkins study made pretty clear that; 
access to contraception does not encourage sexual precocity any 
more than making it difficult for adolescents to get contraceptives 
fosters abstinence. In practical terms, giving teen-agers counsel- 
ing, medical care and birth control serves simply to lower the 
teen pregnancy rate. That's a goal worth pursuing. Now that the 
Health Department has taken the first bold step it should take 
another, and expand the program to other city schools too — 
notwithstanding the rejection, by the closest of votes, of a similar 
program in rural, conservative Talbot County yesterday. 



AiprfntMj with pf m ittto cr o f .tht B*mmor« Sun Company. 
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Baltimore: MARYLAND home DEOvgRY: as cENts 



Birth Control in City Schools 



• 



The dlsciosure that Baltimore's health depart- 
ment dispenses birth control pills and condoms at 
seven city schools has upset some parents and 
clerics. Schools arc supposed to educate, not pass 
Oi> moral Judgments, they contend, adding that 
disv'^Jnsmg birth control not only crosses that line 
but sends the dangerous message that iixn sex is 
permissible. 

Such concerns are understandable. Changing 
mores, together with alarming increases In teen 
pregnancies and venereal disease, arc frightening 
realities. Equally frightening Is institutional inter- 
vention In moral decisions. 

Proponents argue that the Issue is health, not 
morality, that the aim is to temper the fallout from 
teen sex. That a problem exists Is the middle 
ground on which both sides can agree. Consider 
these troubling sUUsUcs: the rate of birth to 
teen-aged girls, on the decline after 1973, be^ 
climbing again in 1986. The number of births to 
glris ages 15 to 17 rose 10 percent from 1986 to 
1988. That year, Baltimore led the nation in ba- 
bies bom to teens. Last year, nearly a third of the 
city's gonorrhea cases involved teen-agers. 

It is against these worrisome numbers that 
birth control in school-based clinics must be 
weighed. Certainly the notion strikes emotional 
chonis In parents anxious to protect their children 
from the folly of premature sex. Many favor urging 



abstinence — sound advice, but inadequate with- 
out information on protection. 

Will dispensing condoms encourage teen-age 
sex? A Johns Hopkins Unlvereity study done In 
the early '80s points to the contrary: a school- 
linked clinic that distributed contraceptives 
caused a 30 p e rc e n t drop in the pregnancy rate 
and an actual decreose in sexual activity. 

It is important that the value of this program 
not be lost in emotionally charged, erroneous per- 
ceptions. No one. In fact, is proposing that teach- 
ers pass out condoms as they would composition 
books. No one Is suggesting that youngsters be 
given means of birth control without proper coun- 
s^{ng — Including the discussion of abstinence. 
The health department simply wnnt.^v to make 
these available (o teens at clinics in Uie schools.. 
These same clinics since 198C have not only 
counseled sexually acUve city students but have 
p res cri bed contraceptives that wmkl ordinarily be 
picked up at clinics outside the schools. 

Is dispensing birth control at school health clin- 
ics really any more objectionable than referring 
youngsters to a family-planning clinic? The avail- 
ability of information — and access — to birth 
control seems to be a sensible response to teen 
sexuality. Assistance from health care profession- 
als docs not create the problem. It may be one of 
the solutions. 



Rtpdnt*d with p«milMion of th« Battimort Sun Company. 
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A health plan for the schools 



XJndezTtandably, the ca& to make condoms 
cvailable to Boston teen-agers at tbeor schoolfl - 
^piiere tfaey wcoid be given act by health pro&s- 
ji f^iwqi<i not teachers as a means of preventing 
AIDS is the attention-grabber. In the Himatp of 
Boston politics, the qoescion becomes hxm this.will 
^^wtth Mayor Flynn, who has previoosiy .opposed 
^joodom dxstzibiition nx the schools. 

Bat the proposal of Jodith Ejiriand, Bosom's 
eonnmssumer offhealth and hospitals, goes&r be* 
>jond condoms. Her plan needs to be sopporad mt 
oniy to help adolescents who are known to tie sex- 
naUy active ac^f at risk for AIDS, bnt also to 
deliver, health services to inner-dty adolescents 
who by every measure sorely lack them. 

Acniafly> her pb" is not new. ^tTniiar proposals 
have been made by City Councilor Thomas Menino 
and former state Public ^^^^^^ CommissioQer 
Deborah Prothrow-Stich. 

■ What is new is proof of how mudi more vulner- 
able low-income yoon g aters - especially African- 
Americans and Hiispanirs - are to AIDS, sexually 
transmitted disMSfti pregnancy and violence. 

Of the 56,000 tera-agers living in Boston, one- 
third of those in middle school and half of those in 
high school are sexually active. The vast majority 
do not regularly practice safe sex. 

State health ofSdals report that teen-agers and 
young adults are contracting sexually transmitted 
diseases at the highest rate in 40 years. By over- 
whelming numbers, African-American and Hispan- 
ic adolescents are being hardest hit 



Giris in these ethnic groups develop gonorrhea 
50 tir p M more often than their wiixte counterparts. 
In Aihcan-American and ^*paT^^> boys, the fre- 
quency of gonorrhea is 100 times higher than that 
of thdr white counterparts. And it is now dear 

infiection with the H^?*^*^ sexually tt'snsmxtted 
diseases forecasts infectioa with AIDS. 

But 'Euriand's plan would do more than edu* 
cate 5171^1*^ about AIDS and STDs and dissemi-. 
nate ^^w^^*^* and contraoeptzves - unless parents 
dqeet to thesr children having th^ 

It would enlist techniques whereby youngsters 
can protect themselves from physical danger and 
from the many health csnses they face. They would 
be taught to deal with peer pressure and to delay 
having sex until they are older, as has been dem- 
onscrated elsewhere. 

Although Kuriand*3 plan emphasizes that absti- 
nence is the only sure protection against AIDSt it 
iccognizes that condom use by sexually acnve 
teen-agers is the oext-best safeguard. AIDS edu- 
cation would also be given to teachers azid parents. 

hi collaboration with the state Department of 
Public Health and the Boston School Department 
hospitals, health clinics, conmiunxty health centers 
and health m^i^nrpmnnrp^ Organizations, genezol 
health fiervices would be brought onto school 
premises. 

Mayor Flynn asked Kuriand to develop this 
plan, and it won the support of School Superinten- 
dent Lots Harrison-Jones. Now, he should enact it 
in the health interests of the city's children. 



Reprinted courtesy of Thm Boaton Globm. 
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Editorial: Boston/ Jua« 13, 1992 



School clinics and condoms 



The city is moving slowiy but we hope, inevita- 
bly toward the establishment of comprehensive 
health clinics in its public high schools, facilities 
that along with proper counseling, would make 
condoms available to students who seek them. 

The high rates of sexual activity among teen- 
agers, the terrifying reality of AIDS and the evi- 
dence that sexually active teen-ager^ use condoms 
far too infrequently have been widely understood 
for years. Yet the conservative cast of the city's 
power structure when addressing social issues has 
blocked efforts to make condoms available to high 
school students. 

Those efforts suffered a setback several 
months back when Mayor Flynn asserted that the 
distribution of condoms might actually promote 
sexual activity and therefore the spread of AIDS. 

Thankfully, he backed away from the position a 
couple of days later and has supported the devel- 
opment of a plan by the health and hospitals com- 
missioner. Judith Kuriand, to establish clinics run 
by her department in the dty high schools. 



While Flynn will almost surely stick to the po- 
sition that abstinence is the way to prevent the 
sexual transmission of AIDS - a view that is cor- 
rect on its face but not responsive to the realities 
of teen-age sexuality - he apparently is comfort- 
able with the proposal that health department per- 
sonnel, rather than school officials, would be re- 
sponsible for any in-school condom distribution. 
The use of health personnel also apparently satis- 
fies Superintendent Lois Harrison-Jones, who has 
opposed condom distribution by school workers. 

There will be more political skirmishing before 
it is over. Conservative city councilors will doubt- 
less tiy to block the effort. The School Committee 
must vote for the establishment of the high school 
health dinics, a question that will be entangled 
with the condom issue. 

But if common sense prevails by next fall, Bos- 
ton public high school students will be able to re- 
ceive comprehensive professional counseling on 
violence prevention, on drug abuse, and on sexual- 
ity and AIDS - and, in appropriate circumstances, 
condoms when they request them. 



Reprinted courtesy of The Boston Globe. 
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EDITORIALS 



Sex and schools 

Confronted with competing strategies, 
the school board gives both a try 

tience. Parents who dofi't want iheir 



Two facts for today: For every 
Philadelphia high-schooler who has 
never had sex, there are two who 
have. Second, of the boys who do 
have sex, half never use a condom. 
Considering the risk of pregnancy 
and disease inherent in those facts, 
some people have urged the public 
school system to better pn>mote ab* 
stfnenct, while others have urged it 
to provide free condoms. This week, 
the Board of Education decided — 
wisely — to do both. 

The iniUaUve has something for 
everyone to dislike. The antl«condom 
crowd Is complaining that the absti* 
nence message won't be credible, 
while the pro<ondom crowd knocks 
the plan as too gradual and restric- 
tive. Obviously, the plan reflects po- 
litical compromise on an emotion- 
packed issue, but If Implemented 
well It Just might help. It Is a promis- 
ing departure from the school dis- 
trict's past practice of virtually ig* 
noring the problem. 

In matters such as this it often 
matters acre how something Is done, 
rather than simply what is done. 
Condoms supposedly will be pro- 
vided only in conjunction with conn- 
seling, not handed out In gym class 
while kids exchange high-fives, and 
this should reduce the possibility 
that making them available will un- 
dercut the admonitions on absti- 



klds to have condoms cnn so stipu- 
late. (The complaint that theyll get 
them from their friends Is silly. Con- 
doms are not hard to come by at 
pf^^jtt. /nyooe who wants them can 
already walk Into any drugstore and 
buy them.) 

Some activists on this Issue have 
criticized the slow timetable. (The 
program will start this fall in a hand- 
ful of schools around the city.) But 
by phasing this in rather than trying 
to do It all at once, the school system 
will have a better chance of doing a 
good job of coordinating tha intro- 
duction of contraceptives with the 
other two basics: better counseling 
and better teaching about responsi- 
ble behavior. (It also can bock off if 
the program proves ineffective.) The 
criticism about the (act thai the con- 
doms will be available only for ninth 
graders and up Is more substantial. 
Sexually active younger children 
should also gel them. 

From the jeers at the board's 
meeting on Monday, it's clear that 
there remains a lot of disdain and 
mistntst between the warring fac- 
tions on this Issue. Out It's also true 
that m its overdue bid to save lives 
the Board of Education has taken 
sensible Ideas from both sides. 



Riprtnlid wHh peroitaton from Tha Ph»^^ 
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The Tashincton Post 



AN INDEPENDENT NEWSPAPER 

The Mayor 's Response to AIDS 



WE PRINT on the opposite page today an 
article bf at-Iarge O.C Council member 
Linda Cropp on the topic of condom 
distribution in the dty's public Mfh schools. Mrs* 
Cropp, herself a parent of two teenagers, has 
confronted this difficult question before as a 
member of the D.C* school board. She reirisits 
the issue now in response to M^lyor Kelly's 
Sffresaive plan to tackle the city's AIDS epidem- 
ic through the distribution of condoms m high 
schools and jails, and a limited clean-needle 
exchange program for drug addicts. As with 
Mayor Kelly« Mrs. Cropp sees the growing cri- 
sis — which has made this city the nation*a AIDS 
capital— as a life-or^^th issue. Consequently^ 
the mayor and Mrs. Cropp come down on the 
side of distribution* Despite some qualms of our 
own, that to where we find oursehres too. 

We understand the uneasiness of those par- 
mtSt clergy, educators and others who care 
deeply about children and who fear that the 
distribution of condoms to unwed school-age kids 
will encourage and imply approval of casual sex. 
Comparable misgivings might well apply to the 
ciean-needle exchange program as far as the 
implied acceptance of drug use to concerned. 
Those proposing the escalation of the actkms 
against AIDS don't expect or believe condo ms 
will cause promiscuity or dean needles will 
promote more drug use. For them, and for us, 
the prevalence of AIDS and the rise it: HIV 



infectkm have advanced beyond the point where 
action on the part of those responsible for the 
well-being of thto part of the population can be 
limited to arguing for sexual restramt. 

According to a federal study conducted by the 
Natkmat Cancer Institute^ the Centers for Dto- 
ease Control and the Walter Reed Army Institute 
of Reaesrehi one in every 87 District men aged 
20 to 84 has the HIV infectk)n. And while s 
leveling off of new AIDS cases is projected for 
the rest of the natkm, the number is expected to 
increase dramatically in the Distrkt — by 34 per- 
cent in 1994. By that time, AIDS cases among IV 
drug users are expected to equal or outatrip 
those among gay and biaexual men. And with a 
teenage populajtkm that the CDC aays to 75 
percent wmalhr active — hence extremely vul- 
nerable to AIOS^Mayor Kelly made somethmg 
of a point when she said laat year, "I don't know 
how many statistics it's going to take . . . before 
we'll figure out we're not doing something right." 

The mayor's program has been launched with 
the support of School Superintendent Franklin L. 
Smith and several members of the council and 
school board. Their help will be required if her 
plans — ^which mchide aggressive Questional and 
counseling pr o gr a m s as well as AIDS preventkm 
and testing campaigns in churches, community 
centers, smob and jails — are expected to work. 
But domg nothmg to the surest way to keep the 
AIDS death tod on the rise. 



(c) The Washington Post. 
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AN INDEPENDENT NEWSPAPER 



AIDS Ostriches 



SEX. Condoms. Contraceptives. There they 
are, the three little words the government 
seems determined to avoid in its so-called 
public education program on AIDS. In the past 
two weeks startling figures about teenage sexu- 
ality and the rising rate of AIDS and sexually 
transmitted diseases in this group have been 
published. Yet the government's response seems 
to be "Here comes trouble. Let's put our heads in 
the sand, and maybe it wiQ go away.** 

b a misgukied attempt to amid offending anyone 
with straiglit talk* bureaucrats hivie shied awiy from 
diKussosg the very things that might pntect teen^ 
agecs and others Iruui this fittal diiraif A pc opos e d 
ad campaign drawn up for the Centers for Disease 
Cootiol was so severely edited that the words "sex* 
and ''condom'* were excised eodieiy. And a book on 
cfaiU care that was to be mailed to 275,000 families 
of federal workers covered by Bhie Cioss-Bhie 
Shidd was reprinted so that a dfiqjter on adolescent 
sexuality and oontxaceptka was fliminatfri TUs 
iant poficy, if s priggish rnxMoae; 
. In a report issued last week by the Hoiae Select 
Connmttee on Children* Youth and FamiBn» sone 
Republican members defended the admimstratka's 
rehictance to come to grips with difficult facts by 
saying that sexual abstinence and strengthening 
the tiimily, not government-sponsored informatkxi 
programs, were the answer to teenage AIDS. The 



belief that these two approaches are mutually 
exclusive is difficult to understand. They are com- 
plementary. Cleariy parents sbouki take the lead in 
transmitting values, setting standards of befaavkn: 
and provkiing informatksn on sex to youngsters. 
That was specifically encouraged in the now^unked 
CDC ads and in the censored book aimed, after all 
at parents. But in the real worid, teenagers also 
need information that parents hope they won't have 

tOUM. 

Anyone with a 16 year-old driver in the funiiy 
knows that be or she sbouki be toki: Tmt, you 
are too young to drink so never, never have a 
beer. Second, absolutely never drink too much, 
And finaQy, if perhaps you do, do not even think 
about getting behind the whMl of a car. ^nd a 
firiend, stay where you are. Or call us and we wiO 
come and get you.** Does it ever enter anyone's 
mind that this set of directions, indudmg what 
onnt be done if the parents' bf^ advice is 
ignored, is irresponsible? Will it le^ kkis to get 
drmk, or xfiQ it merely create a chance of saving 
them from disaster if they do? 

Qy the age of 20t 68 percent of feaakaaad 86 
percent of males are sssnaSy active, wfaicfa meant 
that tbey are at risk for AIDS. Teenagers need 
specific i nfo r ma tio n about bow to avokl exposure, 
and the go v e rnment is tiptoeing around this obvk)us 
fKt, pretending that ignorance can't kilL 



(c) The Washington Post. 




CHAPTER THREE , , - »rr - , . 

WORKING WITH THE COMMUNITY 

One of the most challenging hurdles to preventing adolescent HIV/ AIDS 
and pregnancy is the reluctance of officials and conununities to accept the 
seriousness of the threat and the urgent need for a coordinated, public response. 
While frank discussion of and media attention to these sensitive issues is 
increasing, all too often HIV and sexually transmitted disease (STD) infection 
and adolescent pregnancy are still perceived as "someone else's problem" — 
another city, another group, another family. j 

A school board or health department may pass a condom availability policy ! 
without an extensive educational effort, but the policy is likely to be short-lived j 
unless community concerns are adequately addressed. An informed public is 
less susceptible to misinformation and rhetoric. 

In many communities, the Impetus for a condom availability program has 
come from grassroots groups working on adolescent HIV/ AIDS and pregnancy 
issues. Often coalitions form and spend considerable time educating the 
community and public officials about the problem, and condom availability as 
part of a solution, before school boards are willing to take an official position. 

In response to the increased public awareness and pressure, school 
officials often appoint a task force or committee to make recommendations upon 
which the school board votes. Coalitions are usually represented on the task 
force, where they continue to play an important role in educating the community 
and helping demonstrate popular support for condom availability. 

An understanding of how coalitions form and function is Important for 
anyone seeking to establish a new and controversial program. This chapter is 
directed to community organizers concerned with HIV/ AIDS and adolescent 
pregnancy, but also should be read by school and health officials who are 
seeking community support for their initiatives. It outlines strategies for 
reaching and involving community members in building support, designing an 
education campaign and responding to opposition. 

I. BUILDING COMMUNITY SUPPORT 

Policymakers want to know that the decision to adopt a condom availability 
plan is supported by the community. They want to hear directly from their own 
constituency ~ parents, teens, community leaders, youth-serving £'.gencies 
(YSAs) — before making the politically rislty decision to support, condom 
availability in schools. In the face of potential conflict, community support must 
be more than tacit; it needs to be visible. In almost every community, some level 
of community support and organizing is needed. Coalitions traditionally fill this 
need. 

A. Organizing a Coalition for Advocacy 

A coalition is an alliance of groups pursuing a unified goal through 
coordinated strategies and pooled resources. A coalition may be initiated by 
community interest groups, school leaders or public health officials seeking 
community suppcil for their programs. Sometimes the interests of policymakers 
and local coalitions coincide and they work in tandem. School or public health 
officials may provide leadership in bringing groups together and guiding strategy 
decisions, but they usually are not members of the advocacy coalition. 
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Coalitions have offered significant support to school and health officials 
taking the lead in making condoms available in schools. Many existing condom 
availability programs exist only because coalitions effectively organized support 
for the program and made the issue safe and compelling for political leaders. 

Coalitions can provide invaluable assistance in community education and 
advocacy because they: 

provide visible signs of community support needed by policymakers 
bring people and resources together from all sectors of the 
community 

help increase production and quality of work 
allow people and groups to contribute their unique expertise 
educate and mobilize coalition members' constituents 
provide services and resources for program operations 
allow participants to Identify genuine concerns and engage in 
problem-solving as a group. 

An effective coalition is not easy to maintain. Each member will have its own 
agenda, style of leadership and "personality." It is important to remember that 
in a coalition: 

❖ logistics are more complicated 

❖ all members must be heard and should share in decision-making 

❖ it is more difficult to achieve consensus 

❖ some tasks may take longer 

❖ credit as well as blame is shared. 

Some communities — particularly large cities like New York, Washington, 
D.C and San Francisco — have powerful constituent groups that frequently 
work in coalition to achieve a specific policy goal. Citizen groups in smaller cities 
or communities may be less experienced in joining forces to exercise power and 
may coalesce more slowly. 

If a government agency staff member — whether school district or health 
department — becomes identified with an advocacy coalition, she or he could 
jeopardize the public's perception of that department's objectivity and limit the 
abllily of the department to provide leadership within the broader community. 
At the same time, because coalitions operate by consensus, the participation of 
school and health oflicials accountable to the general public could constrain 
coalition advocacy decisions. Thus the relationship between a coalition and 
officials should be carefully considered. 

Public officials must also realize that the coalition may sometimes disagree 
with their decisions. There will always be legitimate disagreements, many of 
which can be resolved. Regular communication and open responses to concerns 
can help avoid misunderstandings and conflict. On the other hand, convincing 
public officials to support a condom availability program may be the coalition's 
first goal. If they resist the program, officials are likely to be targets of coalition 
activity, rather than partners. 
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GUIDELINES FOR EFFECTIVE COALITIONS 

Develop a statement of purpose and goals. An organization's member- 
ship in a coalition is confirmed when the group endorses the statement of 
purpose and goals which together guide coalition activity. (See Attachment 
E.l for a copy of the Washington* D.C. Condom Availability Coalition*s 
endorsement form.) 

The statement of purpose can be broadly worded to reflect the 
philosophy of the coalition and permit a wide range of groups to participate. 
For example: *To support comprehensive HIV/ AIDS education and preg- 
nancy prevention strategies that include teaching about abstinence and 
skills to delay sexual intercourse, and making condoms available to 
sexually active adolescents." 

The goals should be specific and achievable: "the adoption and 
implementation of a condom availability program for grades nine through 
12 in the public school." 

Establish a structure and leadership roles. Coalitions are most effective 
when all members have a voice and know they will be heard. Creating this 
sense' of mutual involvement, however, does not negate the need for 
organized leadership and structure. 

Coalitions should: 

Choose a chairperson and clearly define his or her 
responsibilities. It often helps to have co-chalrs whose skills 
complement each other and who represent organizations 
willing to commit significant time and/or resources to coalition 
efforts. Roles can be shared or rotated. 

Create a leadership team that includes representatives of major 
interest groups. A homogenous team v;ill have difficulty 
providing effective leadership on issues related to AIDS and 
teen pregnancy. 

Appoint a spokesperson for the coalition (who may or may not 
be different from the chairperson) and agree on a process for 
handling media requests and opportunities. 
Share responsibilities for the work through task forces or 
committees. Task forces or committees might be permanent or 
be appointed to complete a specific project. Define committee 
responsibilities and the decisions that can be made without the 
broader coalition. 

Be explicit about how decisions will be made. Coalitions often make 
decisions by consensus. This does not mean that everyone has to agree on 
everything. If that were the case, no decisions would ever be made. Rather, 
It means that a majority agrees and that no group feels so strongly opposed 
that it would veto or publicly oppose the effort. Decide what will happen if 
consensus cannot be reached. Some groups vote on at least some issues. 

❖ Some decisions can be made by the coalition leadership team, 
but others are so important or sensitive that the entire 
membership needs to be involved. Determine in advance what 
issues must come before the entire coalition and how the 
coalition will make decisions quickly. (Continued) 
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GUIDEUNES (Continued) 

Maintain up-to-date mailing, phone and fax lists of coalition members and 
key contact persons* Keeping coalition members informed maintains their 
trust, interest and involvement. It also minimizes misunderstandings and 
identifies points of disagreement before they become problems. Coalition 
members should receive minutes from meetings, updates, articles and infor- 
mation on future events. Advance notice encourages members to participate 
in important discussions and decisions. 

Hold regular meetings. Meetings should be held frequently enough to 
respond to current situations, and can be scheduled weekly, bi-monthly or 
monthly. Hold meetings at a convenient time and location; start and end on 
time. Consider whether meeting times should rotate between day and evening 
hours and locations. 

Establish a coalition identity. A coalition is more than the sum of its parts. 
To establish identity and generate excitement for the goals, members need to 
see how they fit in. Letterhead stationery or a frequently updated member list 
fosters ownership among members and the respect of those who receive 
coalition communications. 

Expand your base* The number and range of groups the coalition attracts 
reflects Its success. In fact, political leaders wllljudge the strength of the cause 
by the coalition list — both who Is on It and who Is missing! Approach 
education, health, religious, civil rights, gay and lesbian, professional and 
women's groups, youth-serving and social service agencies, unions, civic and 
neighborhood associations. 

Develop materials for distribution. CompUe a packet of materials that can 
be distributed throughout the community and to the media. The packet might 
include: 

❖ national and state statistics on rates of adolescent sexual 
activity, pregnancy and HIV/STD infection (see Chapter 1) 

❖ a local needs assessment report (see Chapters 5, 7 and 8) 

❖ information on condom availability programs across the 
country (see Chapter 2) 

❖ a list of national organizations supporting school condom 
availability (See Attachment III.B) 

❖ the list of coalition members 

❖ the coalition s purpose and goals 

❖ favorable press coverage of the coalition or other condom 
availability programs 

❖ articles about teens (or people infected in their teens) living 
with HIV. 

Monitor planning and implementation of the program* Once a policy has 
been adopted, the expertise of coalition members can be usefiil to the school 
in designing and implementing the condom availability plan. Member groups 
may be asked to sit on the design team or advisory committee, provide HIV and 
sexuality education in classrooms, train teachers and others who will be 
stafiBng the program, develop written or visual materials for students or accept 
referrals for other services. The coalition should continue to advocate for a 
program design that promotes condom use by sexually active teens and 
monitor the Implementation of the program. M 
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B. Identifying Stal<etiolders 

The first step in creating community support for a condom availability 
program is to identify individuals and organizations who, whether they support 
or oppose condom availability, care about or will be affected by the program. 

The most obvious of these stakeholders are students and parents, followed 
by principals who will implement the policy. Teens are clearly the group most 
affected, yet they are often left out of the decision-making process. (See "Working 
with Students" in Section Il.C.) 

There are other community groups and leaders who will feel strongly about 
the program. Identify conservative religious leaders and groups that have 
generated strong opposition to condom availability and sexuality education in 
other communities. Because much of the opposition to condom availability 
programs has been generated by the religious right, it is important to counter 
that opposition by identifying religious leaders and groups who are supportive. 

A Stakeholders Analysis Worksheet (Attachment III .A) can help strategists 
identify those likely to oppose a program as well as those who will support it and 
those who may be neutral, but whose approval should be sought. The worksheet 
also suggests a system for ranking stakeholders for their importance to a 
successful initiative and for setting outreach priorities. 

The list of stakeholders might include: 

❖ students 

❖ parents 

❖ school faculty and staff (including health educators and nurses) 

❖ teachers* unions 

❖ public and community health staff 
* ❖ social service agencies 

❖ HIV/ AIDS prevention organizations 

♦> adolescent pregnaiicy prevention organizations 

❖ youth-serving agencies 

❖ religious leaders and organizations 

❖ . racial and ethnic associations 

❖ civil rights groups 

❖ gay and lesbian advocacy groups 

❖ local chapters of national advocacy organizations 

❖ health care providers 

❖ civic groups 

❖ elected officials. 

C. Enlisting Experts 

There will undoubtedly be questions about, and challenges to, the rationale 
behind or specific components of, any condom availability proposal. Coalition 
members (or advisors) should include experts in education, adolescent health 
and risk-taking behavior, religion and law who can respond publicly to misin- 
formation, erroneous assumptions or the opposition's moral and religious 
claims. Experts can help coalition members evaluate challenges to the proposal 
and develop effective responses. When the school or health department is ready 
to develop a program plan, these experts can advise on the practical effects of 
policy and design choices for schools and teens. 
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The Resource List In Chapter 9 Includes a list of organizations that have 
information, expertise or the ability to put schools and coalitions In touch uath 
leading experts In the field. 

II. DESIGNING A COMMUNITY EDUCATION CAMPAIGN 

To create an education campaign, coalition leaders must make strategy deci- 
sions, assign tasks and responsibilities and establish a time frame. Key 
supporters who can participate in a broader education effort should be targeted 
first. 

Use or adapt the Stakeholders Analysis Worksheet to set priorities and 
develop strategies. There is rarely a need to demonstrate unanimous support 
from any specific constituency, but demonstrating significant support is needed 
to cany on the campaign. With parents and students, for example, it is 
impossible to gain unanimous support for a condom availability program. It is 
important, therefore, to identify early the suppoi tlve and influential parents and 
parent groups. Extensive campaigns to inform all parents should wait until a 
plan is fairly well developed. 

A. Outreach to Other Community Groups 

Design strategies to assure that stakeholder groups: 

❖ are aware of the problem 

❖ understand the need for action 

❖ support school condom availability as a part of the solution 

❖ Join the coalition 

❖ coordinate and use organizational resources (newsletters, meetings, 
staff, funds, prestige, etc.) to educate and enlist other groups and 
individuals in support of condom availability and related goals. 

Brainstorm strategies to reach each stakeholder. Do not count on a single 
approach when dealing with a variety of constituencies. Incorporate strategies 
for accessing each group according to the resources available and the charac- 
teristics of the targeted individuals or groups. Evaluate each strategy by: 

❖ potential number of people reached 
<• how much it will cost 

❖ amount of effort required 

❖ how much time it will take 

❖ ultimate impact on police-makers — particularly the school board. 

Direct efforts toward stakeholders identified as likely supporters who were 
not included in early meetings, as well as to those whose position is neutral or 
unknown. 

The coalition should also devise strategies for stakeholders who may 
oppose a condom availabilily plan. Some of these groups can become allies, if 
tliey are provided education and information to address their concerns. 

Some groups, on the other hand, will never become supporters. The 
coalition should be aware of organized opposition in their own and other 
communities, and anticipate objections to the plan. (See Section V, "Responding 
to the Opposition.") 
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STRATEGIES USED IN EFFECTIVE EDUCATION CAMPAIGNS 

❖ Face-to-face meetings by coalition members, including teens, 
with key opinion leaders (public officials, community leaders, 
media, clergy. etc,)± 

❖ Presentations by coalition spokespersons,' health department or 
school officials at board or membership meetings of civic, 
professional and advocacy groups+ 

❖ Materials targeted for a specific audience, including reports 
and fact sheets (these materials can also be made available for 
non-EngUsh-speaking audiences) 

❖ Community forums or briefings for parent groups and 
neighborhood associatlons± 

❖ Media outreach, including press conferences, guest editorials 
for the local newspaper, letters to the editor+ 

<♦ . Radio and TV news and talk show interviews 

❖ Public service announcements, paid advertisements 

❖ Petition drives among the general population or among specific 
groups such as students^ 

❖ Polls or surveys to gauge community opinion! 

❖ Articles in local or organizational newsletters 

❖ Fliers or posters 

❖ Telephone trees among coalitions and advocacy groups to 
mobilize constituents for political action 

❖ Speak-outs or rallies 

❖ Direct action, such as handing out condoms or fliers with 
information about HIV infection and pregnancy rates. M 

±Thesc strategics arc described in greater deptli later in this chapter. 
•♦•Samples are included in tiie appendices at tlie end of this chapter. 



B. Outreach to Community Leaders 

Coalition members, as well as supportive school and health administrators, 
play a role in securing the support of key opinion leaders in the community. The 
Stakeholders Analysis Worksheet can help determine whose endorsement could 
be critical for success. 

Everyone identified as a potential supporter — Including elected ofQclals. 
city administrators In the health and human services departments. Influential 
and civic-minded professionals, community organizers, leaders of parent groups, 
youth-serving agencies, health care providers and educators — should receive 
a personal visit from one or more of the major proponents of the school condom 
availability program. Face*to-face meetings allow for greater candor, lay the 
groundwork for future collaboration and reinforce the individual's importance 
to the process. 

The most effective approach is a meeting of professional peers. Thus, 
regardless of their knowledge of the condom availability proposal, lower-level 
stafTshould not be sent alone to negotiate with political leaders or agency heads, 
but should accompany a well-briefed higher-level colleague or supporter. 
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TIPS FOR FACE-TO-FACE MEETINGS 

Keep a record of who scheduled the appointment, who attended, what 
information was shared or action promised. Make appointments well 
enough in advance to prepare, confirm the meeting and invite other 
coalition members. If the community leader is unavailable, meet with the 
staff person responsible for health and education issues. 

Choose participants well. No more than four coalition members should 
attend a meeting; give preference to those who have a professional or 
personal relationship with the person being visited. Party affiliation and 
other political considerations may also be a factor. If those with a direct 
connection are unable to attend, they should write or call prior to the 
meeting to lay positive groundwork for the meeting. 

Include a teen and a parent in the delegation. The first-hand testimony 
of adolescents growing up in the age of AIDS is invaluable. It is especially 
convincing to include teenagers who are articulate and committed, given 
the common stereotypes of their apathy and unreliability. 

The delegation should meet briefly ahead of time to identify key points 
to communicate and the role each member of the delegation will play in the 
meeting. Listening is equally important; designate someone to take notes. 

Set a goal for the meeting. Depending on who is visited, the goal could be 
obtaining information, seeking endorsement of the campaign or getting a 
commitment to provide leadership. It is important to be specific about what 
is being asked and to make sure that everyone has the same understanding 
of what is committed. This helps avoid misunderstandings that could 
embarrass or damage the cause or impair the coalition's relationship with 
. ' .individuals whose goodwill is needed. 

If the person visited supports the proposal, it is appropriate to ask for 
any of the following at this or subsequent meetings: 

❖ signature on a petition of support 

❖ the public use of his or her name 

❖ signature on an endorsement form 

❖ financial support 

❖ a speech at a public forum 

❖ agreement to lobby (other) policjnmakers 

❖ agreement to write an article for a newsletter 

❖ agreement to vote for a resolution 

❖ agreement to take a leadership role such as chairing or 
participation in a specific committee, introducing a resolution 
endorsing the coalition at a potential member organization or 
at the school board, tc .m council or legislature 

❖ demonstrate support for the promotion of condom use by 
passing a resolution honoring Februaiy 14-21 as National 
Condom Week or by encouraging businesses to maintain 
condom vending machines on their premises, (See Attachments 
H.l and H.2.) 

(Continued) 
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TIPS (Continued) 

To engage the stakeholder's participation in the process, solicit his or 
her advice on the next steps to take. Ask her or his perception of the political 
situation and his or her colleagues' views. Solicit data or anecdotes that will 
help the cause, as well as referrals to other potential supporters or experts. 

Follow-up. If support is secured, include the person in the process by- 
adding her or him to the mailing list and including him or her in public 
events, conversations and decisions as much as possible. Make sure he or 
she understainJs how much the coalition values his or her commitment. 

If the person remains undecided, explore whether there is more 
information that might be helpful. Promise and deliver materials. Consider 
other strategies that might be persuasive. 

If the individual remains opposed to condom availability, thank him 
or her for taking the time to discuss the issue and move on. (U 



C. Working with Students 

Schools and communities should be made aware that students are not 
passive or indifferent to this issue and that most students have strong and well- 
thought-out opinions. 

Students themselves have provided some of the most convincing and 
stirring testimony on the need not just for condom availability but also for 
comprehensive responses to teen pregnancy and HIV/STD infection. 

In some high schools where condom availability has been approved, 
students were solely responsible for bringing this controversial issue to the 
community's attention and persisting in the face of tough opposition. Elsewhere, 
students have worked with adults on every aspect in the evolution of condom 
availability, including education, advocacy, community organizing and the 
design and Implementation of the actual program. 

Encourage students to play a central role and to take responsibility for the 
program's ultimate outcome. Students can get involved in powerful and creative 
ways — vastly enriching the effectiveness of the coalition* as well as enabling 
them to feel ownership of a program once it is in place. 

Possible Student Actions, The following are a sample of the many actions 
students can take to promote condom availability, as well as to help their peers 
understand and cope with issues related to sexuality and the consequences of 
sexual activity: 

❖ Conduct a petition drive among students, faculty and/ or parents 
who favor condom availability, 

❖ Provide personal testimony and an adolescent viewpoint at public 
meetings and community hearings, 

❖ Submit guest editorials and articles to the school and/ or 
community newspapers. 

❖ Meet with principals, teachers and/ or nurses to discuss possible 
ways the school can respond more effectively to teen pregnancy, HIV 
and other STDs within the student population. 
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❖ Survey students about their knowledge and attitudes regarding HIV, 
access to contraceptives, including condoms, and the kind of 
program they would be most comfortable using should condom 
availability be approved. 

❖ Form a student group to discuss regularly issues related to 
sexuality, pregnancy and HIV/STD prevention. 

❖ Devise new educational approaches, such as student-led workshops 
or counseling sessions, to help students avoid risky behaviors, 

❖ Organize school assemblies dedicated to teen sexuality issues. 
Include a discussion on condom availability. 

❖ Organize a student speakers bureau to serve the student population 
and the general community. 

❖ Participate in meetings with key community leaders. 

❖ Network with students from other school districts and form a 
coalition of students interested in improving the community's 
response to the reproductive health needs of youth. 

❖ With professional supervision, participate in or conduct focus group 
and needs assessment research. (See Attachment III.G.S, for the 
"Condom Hunt" exercise.) 

❖ Participate in condom availability program training. 
Help design the program. 

❖ Help Implement the program. 

GETTmC WOLVED: OTS FO^ 

Don't Be Afraid to Take Initiative. You, much more than your adult 
counterparts, can influence the way your peers think about sexual risk-taking. 
You also can strongly Influence the way your school chooses to discuss sex- 
uality and sexual risk-taking. Never underestimate your abUlties or your ideas. 

Remember, Condom Availability ia a Controversial Issue. It may be 

politically difiBcult for your superintendent, principal or faculty to fully support 
your efforts. Do not compromise your views, but do tiy to work cooperatively 
with school authorities. Also, it is better to do eveiythlng openly and to inform 
your principal and/or appropriate faculty of any event or project you might be 
planning within the school grounds. 

Know Your Rights. Before you act, take time to investigate your rights on 
school property. Most schools have a book of rules and regulations. If some 
seem questionable to you, contact your department of education for clarifica- 
tion as well as the state and local chapters of the American Civil Liberties Union 
for assistance in understanding your First Amendment rights. It is possible 
that you wlU need to held some actions off school grounds. 

Do Your Research and Know the Facts. Take time to arm yourself with 
statistics, especiaUy — if they are available — local ones, on the rates of teen 
pregnancy and STD and HIV infection. Make use of the resources at your 
fingertips, including the National AIDS Hotline (1-800-342-AlDS). your local 
health department and community AIDS action groups. 

Find a Supportive Adult. Teens arc capable of organizing an entire campaign: 
a supportive counselor, teac^'^r or parent, however, may be able to lend 
objectivity, help you stay on track, assess your options and anticipate problem 
areas. (g| 
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INVOLVING YOUTH: TIPS FOR COALITIONS 

Many community groups already involve and work closely with youth 
on a variety of issues. The following are tips on how to start and improve 
involvement of young people in the activities of coalitions: 

Recruit Within the Community. Start with the school community itself. 
School districts vary in the extent to which they involve students in their 
program and policy decisions. Some districts have teen members on the 
board of education or involve youth through established teen advisory 
councils. Contact the department of education for information about how 
the system works and the names of youth leaders. 

Next, contact peer education and youth leadership programs in the 
community, especially those focusing on teen sexuality Issues. Agencies 
such as Girls. Inc.. Planned Parenthood, the YWCA and YMCA and Boys 
and Girls Clubs of America are good places to start. Local HIV prevention/ 
outreach organizations might be helpful. Consider placing public an- 
nouncements, especially in places teens gather. 

Be Open and Non-Judgmental* Be genuinely open to young people's 
insights and suggestions. Let them know immediately that their involve- 
ment is crucial. Students know their peer community better than anyone 
and this is a good opportunity to gain a deeper understanding of teenagers' 
experiences and feelings. To this end. be aware of how adult members 
respond to the Ideas put forth by youth. Subtle negative reactions can 
squelch young people's energy and commitment to the project. Further- 
more, adults are not always Inclined to take teens* ideas seriously and may 
dismiss good ideas or suggestions based on preconceived notions toward 
youth. 

Enable Youth to Participate in Meaningful Ways. Ideally, young people 
should participate in all decision-making. In addition, students may want 
to Identify their own project to cany through to completion. Help the 
students design and set up their project. 

Be Honest about Expectations . To keep the interest and high energy level 
of teens. It is important to maintain a sense of humor and a perspective 
about the mission: enabling young people to lead more healthy, viable 
futures. Consistent with that philosophy, give students responsible tasks, 
although they can be asked to help out with the administrative and less 
glamorous jobs, just like everyone else. 

Integrate Youth into the Coalition. Appoint one person to coordinate 
youth and keep them updated and informed about the overall plan. All 
youth members should be contacted about any changes in plans. Think 
about whether or not meetings are held at an accessible location for student 
members. 

Be Responsible About How You Involve Youth. Condom availability is 
a controversial issue, apt to receive publicity and stir a few outraged voices 
in the community. If students* ideas arc to be supported and respected, 
students must lay out their options, research their rights and strateglze 
wisely. They need to be prepared for the possibility of hostile responses from 
the community. [H 
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III. WORKING WITH THE PRESS 

Issues concerning adolescents. HIV/ AIDS and condom avail?.Dility attract 
press attention. Media coverage is important because it carries the message to 
many more people than could be reached independently. Carefully planned 
media strategies help reach those who can be mobilized and help persuade those 
who are undecided or opposed to condom availability. The media also can diffuse 
criticism by providing the forum to explain the condom availability program and 
demonstrate thoughtfulness, sensitivity and candor. 

A. Planning Your Media Campaign 

All successful media plans usually follow a basic four-step process: 

1. Define the role of the media In outreach efforts. Be aware of media 
coverage of related issues {sexuality, HIV, adolescence) and provide 
copies of past coverage In briefing packets. Keep records on local 
and national press (both those who have been contacted and 
potential contacts). Keep accurate mailing, telephone and fax lists. 

2. Determine what kinds of press activities to hold and which 
materials to hav6 on hand as background or current information. 
Consider sending out press releases, creating a press packet, 
holding a press conference or using a variety of other techniques. 

3. Be aware of the leading spokespeople for the opposition and the 
media strategies they employ; be prepared to respond. 

4. E^^aluate your press campaign. Keep track of stories, determining 
how the story was presented, who was quoted and what kind of 
follow-up may be necessary. 

S. The Spokesperson and Interviews 

Effective media strategies highlight the broad cross-section of community 
members who support the coalition and encourage them to play an active and 
visible role. 

Calls fr^^ m the press should be routed to one person designated as the 
spokesperson, to establish a regular contact for the reporter and to allow for 
follow-up. This person should be articulate and well-versed on HIV/ AIDS, 
pregnancy prevention education and condom availability Issues. In some 
situations, more than one spokesperson might be designated. In any case, 
others In the coalition should be briefed on these Issues, In the event of a 
separate Interview. 

When speaking with the media. It Is crucial to be clear and direct, to know 
what points to make and how to make them succinctly. It helps to anticipate 
difficult questions and practice answering them in a role-play situation before 
interviews. 

If the spokesperson does not know the answer to a question, it Is important 
for him or her to say so. If the question Is outside of his or her area, the 
spokesperson should say so, and explain why. The reporter has a right to ask 
anything and expect that the spokesperson will answer to the best of his or her 
knowledge. The respondent has the right not to be drawn Into Issues that she 
or he feels are Inappropriate for comment. If, however, the spokesperson does 
comment In these areas, his or her remarks are fair game and may be made 
public. Saying something Is "off the record" Is no guarantee that It will not appear 
and no guarantee that a name wlU not be attributed to It. 
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If the respondent is not a spokesperson for the organization, but is 
pro\'iding background information, make the relationship to the coalition clear 
and let the reporter know who to talk to for attribution. If there is a subject on 
which the spokesperson does not want to be quoted, the safest rule is to not talk 
about it. Do not be drawn into criticism of colleagues or other organizations. 
Reserve criticism for real adversaries or for motivating public officials. 

The Respondent Has Rights in the Interview Situation: 

❖ to answer a question In his or her own way and words 

❖ to refer to research materials 
to be quoted fairly and in context 

❖ to have her or his schedule respected 

❖ to not talk to a reporter or to refuse an interview, within reason. 

C. The Press Information Packet 

One of the most Important items for a press campaign is the press 
information packet. It contains basic background material that covers the 
program's issues and describes the coalition. It can be used to insert press 
releases and advisories for conferences or briefings. A standard packet Includes: 

❖ a description of the organizations involved in the program 

❖ background on adolescents and AIDS, adolescents and STDs, 
fidolescent sexual activity and pregnancy rates 

❖ condom availability programs already in place 

❖ brochures developed by the coalition 

❖ an organizational newsletter 

❖ news clippings of stories and editorials on these or related Issues 

❖ materials for a press conference, such as news advisories, news 
releases, statements from the group leader or copies of their 
speeches or testimony. 

D. Building Relationships with the Media 

When the Press Calls. Calls should be directed to a spokesperson who will 
either respond to the inquiry or refer the reporter to an appropriate person for 
additional information or an interview. 

Tiy to respond to all media calls. Don't avoid press calls. Leaving a "no 
comment** impression may arouse suspicion. Responding quickly will increase 
the chances of being quoted and cited in the final stoiy. 

Be aware of "sensationalist" journalists, those who have stated their 
opposition to condom availability or those who work for newspapers with an 
editorial position against condom availability. Be especially cautious when 
working with these journalists. 

When Contacting the Media. To be most effective in dealing with the press, 
know who to call when there is something to say. 

❖ Newspapers: Identify the editor or call the assignment desk. 

❖ Television: Start with the assignment desk. TV public service 
directors and editorial directors also are good contacts, particularly 
for public affairs programming. Some correspondents also take part 
In deciding which stories are covered. 

i> Radio: Identify news directors and talk show producers to whom the 
Q story and interview ideas may be pitched. 

ERIC U.U 
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WHEN IS A STORY "NEWS"? 

❖ It concerns an ^merging issue. 

❖ It affects a large number of people. 

❖ It involves action of some kind. 

❖ It Involves "important people." 

❖ It generates "human interest." 

❖ It contains an element of conflict or controversy. HI 



£. Methods for Approaching the Media 

News Releases, A news release is a one-to-two page description of an event, 
program or activity. Distribute a news release by mail, fax or messenger or hand 
it out at conferences and press briefings. It can stand alone or be enclosed with 
additional materials and resources. News releases should be distributed with 
sufficient lead time and include the following: 

❖ one or two quotes fvom spokespeople 

❖ date on which the information can be released 

❖ facts: who, what, where, when, why and how 

❖ contact name and telephone number, 

(See Attachment III.E.4 for a sample Press Release.) 

News Advisories* A news advisory is sent to announce an event or specific news; 
it is a simple one-page document that invites coverage of an event. Include a 
description of what is happening, when, why, where and who is participating. 

News Briefings and Press Conferences. Briefings should be reserved for 
announcements that cannot be communicated well in a press release. When 
possible, schedule the briefing or conference in a location convenient to the 
reporters (a city press club or downtown location). A briefing on the overall 
issues of the program might be appropriate at the beginning or after a great deal 
of change. 

Public Service Announcements (PSAs). For radio, write a 15-to-20 second 
statement or announcement and submit it by fax or mail. Television PSAs will 
need to be produced, but the only cost is for production, not distribution. PSAs 
are recommended for community calendars and announcements. 

Local Cable Access Programming. Cable access channels offer access to 
equipment, air time and consulting and are an excellent venue for local issues. 
PSAs, panel discussions or other programming are possible; contact the local 
cable company for more information. In many areas, cable channels will film 
public forums or debates. 

Buying Space or Time. Buy space for a prepared advertisement to appear in 
local newspapers or magazines. Newspapers and magazines have rate cards that 
explain ad sizes and prices. Buying time for radio advertisements is relatively 
inexpensive. Check with local stations for rates, listenership and technical 
requirements for submitting advertisements. Some stations allow radio person- 
alities to read ad copy on the air; others use only advertisements that are 
produced on tape. (See Attachment IILK,) 
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Letters to the Editor, Newspapers frequently print letters to the editor that 
address an issue which has been in the news recently. Letters should be clear, 
brief and timely. 

Guest Editorials. Guest editorials, or "op-eds/ are brief essays on topics in the 
news or of public concern. Op-eds should be approximately 500-600 words in 
length and make one major point. The organization's name appears in the byline 
that identifies the author. (See Attachment III. I) 

Letters to Media Professionals, Maintain press contacts through letters to 
reporters, editors, talk show producers and editorial boards. Use letters to 
suggest interviews or topics for press consideration, to acknowledge good 
coverage of an issue or to praise a reporter or editor. 

F. Evaluating Press Relations 

The crucial factor in understanding and evaluating press experience is in 
setting realistic expectations. A news story, at best, presents the proponents' 
side of the story fairly and evenly. It also presents other viewpoints. It should 
incorporate at least one of the major points raised in the interview. It will quote 
spokespeople accurately. But most important, a press piece should not only 
educate the community about challenges the program confronts but also lay the 
foundation for greater awareness and support. 

IV. SPONSORING PUBLIC MEETINGS 

Give careful consideration as to whether to sponsor public meetings, to 
encourage the school board or town council to hold public hearings or to be 
drawn into formal debates on the issue. Make decisions as to which activity 
should occur and at what point in the process. 

For instance, if a task force has been formed to look into the problem of 
adolescent HIV/STD Infection or pregnancy, a public meeting to discuss the 
findings and recommendations might be appropriate. If the task force was 
charged with developing a plan to address the problem, a briefing might be in 
order. If the task force has completed their briefing, the school board may call 
for a public hearing on the plan which has hetn developed. A community 
organization may decide to schedule a debate between opponents and propo- 
nents of the plan. Each of these public events requires ^considerable preparation. 

Prepare for a public information meeting by building the strongest case, 
anticipating and responding to probable objections and identifying the most 
articulate and knowledgeable speakers. Make an assessment about the appro- 
priate number of coalition members to be in the audience at these events and 
then make sure they attend. 

A public information meeting may be appropriate to notify the public about 
the need for a condom availability program, answer any questions or concerns, 
get support for the concept and address any hostile charges. The purpose of this 
type of meeting is not to provide the opposition a forum for a debate; it is to 
provide Information to interested members of the public. Listen to the concerns 
and objections of those who oppose the plan, however, and make a genuine effort 
to take them into account as planning proceeds. 
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TIPS FOR A PUBLIC INFORMATION MEETING 

!• Select a Moderator 

Obviously, in this type of setting, meeting management is important. 
Recruit a strong, objective moderator who is not an active member of the 
coalition. The moderator s role is to keep to the agenda and the ground 
rules, to keep discussion moving and to keep order. 

2. Draft an Agenda 

Develop and circulate an agenda in advance of the meeting. Ideally » it will 
allow some period of time for the chair of the coalition or task force to 
present their findings and then allow time for questions from the floor. Post 
the agenda in the meeting room or have copies available for audience 
members. 

3. Set Ground Rules 

Establish ground rules in advance and ensure that the moderator will 
strictly enforce them. Consider not only matters of common courtesy and 
the length of time any individual may dominate the discussion, but also 
whether participants must be parents, members of the community, etc. 
Should speakers be required to register before the meeting begins? Should 
proponents and opponents alternate turns at the microphone? Should 
individuals be required to represent themselves, or is this a forum in which 
organized special Interest groups are allowed to present their objections to 
or support for the plan? There is no single correct answer to these 
questions, but the coalition should make decisions that can be announced 
In advance, 

4. Prepare Handouta 

Prepare material to distribute. Consider fact sheets that summarize the 
results of the needs assessment, articles from local papers or about 
programs In other areas and lists of supporters (both local individuals and 
groups as well as national groups)* Give thought to translating some or all 
of the material for non-EngUsh speaking participants. (H 
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V. RESPONDING TO THE OPPOSITION 

Just as important as identifying friends, allies and advocates on the issues, 
it is vitally important to know who opposes condom availability, why they oppose 
it and what strategies they use. Do not assume that everyone who opposes 
condom availability does so for identical reasons. 

Some individuals may oppose the program because they lack full informa- 
tion about the plan, what it seeks to accomplish and how it will be implemented. 
Objections often are to specific aspects of the proposed plan* More information 
may be all that is needed. Some may resist the plan because they feel left out of 
the process. Evidence that planners made extensive efforts to involve the 
community (especially parents) in the earliest discussions of the program may 
mollify these Individuals. 

Some parents may see condom availability in schools as a sign that their 
children are growing up and away from them and becoming adults. Others may 
see It as one more effort to divert the schools attention from providing the best 
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possible education for their children. Still others may think it is simply ! 
unnecessary. This group most often expresses its reservations in such terms as: ! 
"school isn't the place for this sort of program." ! 

i 

These concerns need to be heard. By listening rather than trying to 
overpower, the coalition and school leaders open genuine communication. The 
strength of proponents* arguments may then be persuasive. ; 

Some organized opposition groups, on the other hand, are not open to ! 

persuasion. Organized groups opposing these programs usually do so from a | 

religious and/or political perspective that believes that only marital sex is ; 

acceptable. Adamantly opposed to sexuality education, contraception, abortion ; 

and homosexuality, these opponents have extensive networks and experience in \ 

political and community organizing. j 

On occasion, these groups have organized bus loads of their followers from i 
• neighboring cities to speak against condom availability at public hearings. Other | 
strategies include misrepresenting data and making moral claims and accusa- | 
tlons. While these organized groups represent only a small minority in any 
community, their arguments are often shrill and confusing. 

A. Suggested Responses to Arguments Against Condom 
Availability Programs 

What follows are some of the typical arguments used by the opposition and 
helpful hints on how to respond. This Is by no means a comprehensive list, but 
focuses on major themes being echoed around the country. 

One group of arguments is about the messages that condom availability 
programs give. Opponents will say: 

❖ Abstinence Is the only truly effective means to prevent pregnancy 
and STDs; there is no such thing as "safe sex." 

❖ Condom "distribution*' encourages teens to have sex. 

❖ Condom failure rates are veiy high. Telling teens they should use 
condoms gives them a false sense of protection. 

It is important for all proponents to stress that they know abstinence Is the 
only guarantee against unwanted pregnancy and infection with HIV or other 
STDs. The comprehensive plan should include messages about abstinence. 
Teens who choose to be abstinent or delay sexual activity, despite all of the 
biological, emotional and envlrormiental pressures to "do It,** need to be 
supported. 

But abstinence-based messages must be only part of the program, not the 
only message teens hear. Abstinence-only messages are shown to be Ineffective 
with teens who have already started sexual Intercourse. The Centers for Disease 
Control and Prevention (CDC) report that 70 p)ercent of students have had sexual 
Intercourse by their senior year of high school. 

Condom availability programs do not cause teens to be sexually active. Nor 
do condom availability programs Indiscriminately hand out condoms to teens 
who do not request them; condoms are made available to those who need them, 
not dtstributed to all students. Studies have found that school-based health 
centers that provide contraception on-site neither hasten the Initiation of sexual 
activity nor result In greater frequency of Intercourse among students. Such 
programs only offer protection to teens already engaging In sexual Intercourse. 

ERLC 
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Condom availability programs acknowledge that for teens who are sexiially 
active, consistent and correct condom use will significantly reduce the risk of 
pregnancy and STD / HIV transmission. Teens are taught that proper use of latex 
condoms, while not 100 percent effective, will decrease risk. Comprehensive 
condom availability programs teach teens decision-making and negotiating 
skills as well as skills to resist peer pressure. 

It is important that teens receive accurate information about the choices 
available to them, from the efficacy of abstinence to the probability of STD or HIV 
Infection or of causing a pregnancy if no method is used. The "Condom Efficacy 
and Use Among Adolescents" Fact Sheet (See Attachment LA) provides informa- 
tion on standards for condom manufacture and additional data on the effective- 
ness of condoms in preventing pregnancy and the spread of disease. 

A second group of arguments maintains we do not need to worry about 
AIDS. Opponents say such things as: 

❖ The number of adolescents with AIDS is small — the problem has 
been blown out of proportion. 

❖ AIDS is not an adolescent disease, it Is an adult disease. 

❖ There is no real epidemic, and our community Is certainly not at 
risk. We do not have anyone with AIDS in this community. 

While it is true that the number of adolescents with AIDS comprises less 
than 1 percent of all AIDS cases, more than 20 percent of people with AIDS are 
In their 20s. Of people who tested positive for HIV in 1991 and whose age is 
known, more than a third are under 30.^ Given the average latency period of 10 
to 12years between Infectlonand onset of symptoms, most ofthese young adults 
were probably Infected with HIV in their teenage years. 

Young people growing up in this decade must learn skills and habits that 
will protect them not only now but In adult life. Condom availability programs 
recognize the fact that HIV does not discriminate. Students need to know that 
it Is not possible to tell by appearance whether someone Is HIV positive. People 
with HIV can lead normal, productive and fruitful lives for many years. Their 
healthy appearance, however, adds to community denial. 

Communities are not completely isolated from the rest of the country, as 
adults and young people move more frequently and travel extensively. It only 
takes one Infected Individual engaging in unprotected Intercourse to begin a 
chain of Infection. 

Chances are there are people in almost every community who are either 
HIV-positive or who have AIDS. Many people do not know their HIV status. 
Others know that they are HIV-infected but do not share that information with 
sexual partners. In some states, aggregate HIV prevalence data are available to 
counter this argument Check with state or local health departments for 
statistics. 

Another group of arguments is that parents should be their children's sole 
sexuality educators or that they do not approve of condom availability programs. 
Opponents says such things as: 

❖ It is solely the parents* responsibility to inform their children about 
sexuality Issues, not the schools'. 

❖ Parents do not approve of these programs and will not support 
them. 

I'.'O 
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Parents ore the first and primary sexuality educators of their children. 
Optimally, parents provide, both verbally and nonverbally — through discussion 
and acting as role models — the values and guidelines for all aspects of what they : 
deem to be acceptable behavior. Yet parents often express the need for help in 
discussing sexuality and AIDS prevention with their children. Further, many ' 
teens do not have stable homes where they can seek information and guidance j 
on these subjects. HIV prevention and sexuality education programs aim to ; 
compliment and augment parents* responsibility, not to replace or undermine 
it. 

The majority of parents understand the risk adolescents face and support 
efforts to protect them. According to a 1988 poll by Louis Karris and Associates, i 
73 percent of adults favor making contraception available in schools. A 1991 | 
Roper poll found that 64 percent of adults say condoms should be available in 
high schools. In Portland, Oregon. 72 percent of parents surveyed supported 
school-based health centers making contraceptives available to prevent the 
spread of STDs. In 1992. a National Scholastic Survey found that 81 percent of 
high school seniors felt condoms should be available in schools. 

A final opposition argument is that the school is not the appropriate place 
for this type of program. Arguments include: 

❖ Teens who want condoms can get them at any drug store; there is 
no need for them at the school, too. 

It is true that teens have a legal right to purchase condoms at any drugstore 
or convenience store, but that does not guarantee unimpeded access. A 1988 
survey of drug stores by teens in the Washington. D.C. area found teens had to 
overcome significant barriers in order to purchase condoms, including disap- 
proving clerks and difiBculty locating condoms on the shelves.'. 

The problems may be complicated further for low income and rural teens, 
who find the cost of condoms an obstacle, who may not have traii^sportatlon or 
who may fear encounters with friends or neighbors behind the counter or 
shopping in the store. While some family planning clinics have attempt^id to be 
sensitive to teens* needs by scheduling special hours, having specially trcJned 
workers or establishing outreach sites, this is not alwajrs the case. 

School is where a majority of teens spend their non-home hours. A well- 1 
designed school condom availability program does more than expand access to 
condoms; it teaches sexual decision-making and negotiation skills and signals 
to sexually active teens that the community cares about their future. 

Notes 

'The Centers for Disease Control. Morbidity and Mortcdily Weekly 41:34 (August 28. 1992). 
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CHAPTER THREE ATTACHMENTS 

A. Stakeholders Analysis Worksheet 

B. Statement in Support of Condom Av^ailability Programs in Public Schools 

C. Sample Organizational Statement, American School Health Association 
Approved October 1992 

D. Sample Testimony: New York City Commissioner of Health 

E. Sample Coalition Activities: Washington D.C. Condom Availability 
Coalition 

1. Organizational Endorsement Form 

2. Petition 

3. Sign-on letter 

4. Press Release 

5. Colleague Letter to City Council Members 

F. Sample Letter: Chicago Community-Based Organizations 

G. Involving Youth 

1 . Sample Testimony 

2. Student Petitions 

3. Sample Activity 

H. Sample Legislation Supporting Condom Access and Use 

1. Boston City Council 

2. Resolution Declaring National Condom- Awareness Week 
L Guest Editorials and Columns 

1 . -Condoms in the Schools: The Right Lesson," Paul Epstein. The New 
York Times, January 20, 1991 

2. To Save Our Children's Lives." Linda W. Cropp, The Washington Post 
May 13, 1992 

J. Sample Advertisement, Emergency Task Force on HIV/ AIDS, NewYorkCity 

K. Sample Radio Advertisements, Families Concerned About AIDS, New York 
City 

L. The Center for Population Options Responds to Negative Articles on School- 
Based Health Centers 
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INSTRUCTIONS FOR USING THIS WORKSHEET: 
STEP 1: STATE YOUR GOAL. 

STEP 2: LIST STAKEHOLDERS. Identify all persons or groups 
involved in achieving your goal. Who cares? Who has a stake in 
seeing the defeat or success of this measure? 

STEP 3: EVALUATE STAKEHOLDERS' "READINESS CAPACITY". Indicate the 
level of involvement for each of your stakeholders, and their 
readiness to help achieve or block your goal. Put an "0" in the 
column that best represents where each stakeholder is at the 
present time, and an "X" in the column that best represents the 
position that you need that stakeholder to take. 

KEY: A = ACTIVELY OPPOSED 

B = NOT AWARE, OR NEGATIVELY INCLINED 

C WILL LET IT HAPPEN 

D = WILL HELP IT HAPPEN 

E = WILL TRY TO MAKE IT HAPPEN 

STEP 4: RANK STAKEHOLDERS according to the importance of changing 
their "readiness capacity". By setting priorities, you focus your 
effort, conserve energy and increase effectiveness* 

How necessary is each stakeholder to your success? How much effort 
will be needed to enlist them in your cause? Remember, some 
individuals exercise leadership and control the process. Others 
wield influence, and bring additional support with theirs. Some 
people have a negative influence, and you want them to be less 
involved* 

STEP 5: ANALYZE STAKEHOLDERS. What are their goals and concerns? 
How do they currently perceive you and your goals? Are there ways 
to sharpen the focus of the stakeholders on your goals, and 
increase the alignment between their interests and yours? Who 
influences them? How are they perceived in the community? Who 
else should be on the list? 

STEP 6: DEVELOP WINNING STRATEGIES. Consider how most effectively 
to: build coalitions; enlist advocates and spokespersons; mobilize 
constitutnecies; utilize the media and publicity; neutralize 
opposition. 

STEP 7: REPEAT STEPS 1-6 FOR POLICYMAKERS. 
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Statement in Support of Condom Availability Programs in 
public Schools 



The National Coalition to Support Sexuality Education (NCSSE) is a group of more than 50 national non-profit 
organizations, many o/whicb are noted roU models and initiators tnpromoting the health, education, andsocuil 
concerns for our nation's youth. The Coalition is committed to the mission of assuring that comprehensive 
sexuality education is provided for all children and youth in the United States by the year 2000. Among that 
leadership coalition, 19 organizations have endorsed the following statement in support of condom availability 
programs. 

THE NATIONAL COALITION 
TO SUPPORT SEXUALITY EDUCATION 

Statement in Support of Condom Availability 
Programs In Public Schools 

More than half of American teenagers have had sexual intercourse and face significant sexual health risks. 
Each year, over one million teenagers become pregnant, one in seven teenagers contraa a STD. and one in 
five hundred students on college campuses are infeaed with HIV. 

Schools have an essential role to play in providing young people with sexuality education. Teenagers need 
accurate information and education about sexuality, opportunities to explore their values in supportive 
environments, and encouragement for responsible decision making. Educauon. about abstinence, alterna- 
tives to intercourse, sexual limit setting, and resisting peer pressure, should support adolescents in delaying 
sexual intercourse until they are ready for mature sexual relationships. Young people who choose to be 
involved in sexual relationships need ready access to prescription and nonprescription contraceptive and 
prophylactic methods. 

Condom availability programs have been proposed in many communities in order to help protea the 
heaJth of sexually active adolescents. The following members of the National Coalition To Support Sexuality 
Education support and encourage the development of condom availability programs in high schools. These 
programs must be coordinated with sexuality and HIV/AIDS education programs in order to provide 
sexually experienced young people with the information and motivation they need. 

Parental and community involvement in the design of these programs is encouraged. It is generally desir- 
able for parents to be involved with their children's sexual and contraceptive decisions. However, the right 
of every indi> idual to confidentiality and privacy, regardless of age or gender, in receiving such informa- 
tion, counseling, and services, should be paramount. 

American Association for Counseling and Development 
American Association of Sex Educators, Counselors and Therapists 
American Home Economics Association 
American Social Health Association 
Association of Reproductive Health Professionals 
Center for Population Options 
Child Welfare League of America 
Coalition on Sexuality and Disability, Inc. 
Hetrick-Martin Institute for Lesbian and Gay Youth 
National Education Association Health Information Network 
National Family Planning and Reproductive Health Association^ Inc. 
National Gay and Lesbian Task Force 
National Lesbian and Gay Health Foundation 
National Network of Runaway and Youth Services 

Planned Parenthood Federation of America 
Sex Ir/ormation and Education Council of the U^. 
Society for Behavioral Pediatrics 
U^. Conference of Local Health Officers 
University of Pennsylvania 



For more information about NCSSE, contact: SEECUS, 230 West 42nd Street, Suite 2500, New York NY 1 0036, 
212/829-9770, fax 222/829-9776. 
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American Scbool Health Association Position Statement Approved 
October 1992 

LATEX CONDOM AVAILABILITY PROGRAMS IN SCHOOLS 



The American School Health Association ( ASHA » is committed to 
saving the lives of students who are at risk. 

Although refraining from sexual intercourse is the best method of 
preventing pregnancy and sexually transmitted diseases, including 
HIV, recent data show that by age 20 seventy-five percent of 
adolescents engage in coital activity,'' many with multiple 
partners/ Each year, one in six sexually active teenager^ 
contract an STD' and over one million teenagers become pregnant. 
Spread of the HIV among the adolescen| population has been 
documented through seroprevalence studies. 

Schools should play an integral role in the public health effort 
against HIV/AIDS through comprehensive health education and 
services, and school-community coalitions. While the emphasis in 
all these programs should be abstinence, comprehensive school 
health programs should also meet the needs of those youth who 
choose to be sexually active. The goals of such instruction are 
( 1 ) to provide accurate information, { 2 ) to support students who do 
not engage in high risk behavior, (3) to encourage those engaging 
in high risk behavior to stop, and ( 4 ) to teach those who choose to 
engage in high risk behavior how to reduce their risk of 
contracting the HIV,' STDs, and to prevent pregnancy. 

Latex condom use has been shown to be effective in preventing the 
spread of STDs and AIDS* even though they sometimes fail. Whether 
or not latex condoms are made available to adolescents in schools, 
instruction about effective use of latex condoms must be provided. 
Thus, the American School Health Association supports latex condom 
availability programs when they are offered in concert with a 




institutions does not entail the introduction of an otherwise 
unobtainable product. A latex condom availability program should 
be designed with parental and community involvement and have 
established implementation and evaluation guidelines. While such 
programs recognize the role of parents in their children s sexual 
decisions, the right of each student to confidentiality m 
receiving these services should lie foremost. 
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CPO 1993 — ATTACHMENT III.E.l 
coalition Activities: orgaaizational Eadors«m«nt .Torm 



WACHIVY members and otners have been asked to support the organization's mission ana petition drive. If you 
are a D C resident, please become Involved by joining the coalition and by circulating copies of the petition on 
the reverse side of this application. If you are not a D.C. resident but have contact with residents at work or 
elsewhere, please help with the petition drive. 
Thanks-D.C. Condom Availability Coalition. 



STATEMENT OF PURPOSE: 

As Organizations and individuals who are concerned with the health and well-being of the District's adolescent 
and young adult communities, and who are alarmed by the continued growth of the STD and HIV epidemics 
among adolescents and young adults, we have formed a coalition supporting the availability of condoms in DC 
Public Schools. 

As a coalition . we are committed to promoting programs to provide: 

1 . Comprehensive and nom udgemental HIV/STD prevention education presenting the range of risk-reduction 
options including abstinence; 

2. Free and unhindered availability of condoms upon request to students in the DC Public Schools; and 

3. Unbiased and nonj udgemental instruction and counseling on the correct use of condoms. 



RESPONSE FORM 
RETURN ASAPH 

Yes. mv organization agrees to sign onto the letter to Mavor Sharon Pratt Kellv supporting a 

condom availability program in D.C. cit/ schools. 

Yes. I agree to sign onto the letter to Mayor Sharon Pratt Kelly supporting a condom availability 

program in D.C. city schools, as an individual ( organization listed for identification 
purposes only.) 

ny organization would like to join the D.C. Condom Availability Coalition. 

Signature:^ ^s^^- — ■ • 



Please Print or type the following information: 

Name; 

Title; '■ 



^^Addi 



Organization:, 
iress 



Phone.^ — I [ ' ,~i 

FR?rian to: Condom Availabnily Project. Canter tor Population OpV.ons.1025 Vermont Ave NW 
ii^^r2io WMhington DC 20005. FAX: 347-2263 



CPO 1993— ATTACHMENT III.E.2 
Coalition Activities: Sample Petition 

PETITION IN SUPPORT OF CONDON AVAILABILITY 

suDDort comorehensive health education programs in the puolic schools focusing on 
the orevention of sexually transmitted diseases (including HIV. the virus that causes 
AlDS^fand oresenting the ranee of risk reduction options including apstinence. 

believe condoms should be made available to students in the O.C. Public Schools. 

^1 endorse nonjudcemental counseling for sexually active youth anc instruction on 
the effective use of condoms. 



NAME-Please Print Signature 
I 



Street Address 5. ZIP in DC ward 



9. 



10 



13 
14 



1 

I ' 



18 
19 
20 



ERIC 



Ple^<^e make ever/ effort to collect as many signatures as possible by 4/10. We 
encourage you to continue :o collect signatures after that date as well 

RETURN TO- DC Condom Availability Coalition, c/o CPO, 
1025 Vermont Ave, NW, Suite 210 
Washington DC 20005 
FAX: 347-2263 

12 i 
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Coalition Activities: Sample Sign-on Letter 



* * * 



The Washington, O.C. 



ERIC 



Amtncan ^jo«c rtiaim Assocaoon 
AsMoaaon c? Riorocucsvt ntxvi Pfofessionaa 
Thaiuj Can»a AiOS M*m«fy, uoieran 

Th* CMtir tor Pcouason Oosons 
Commmtt for Cuiorcfl 
DC CAAE Zoniorstitn 

CC Ccauoon ot SUcx uoMis sia (*2y Min 
DC ExcnanQi 

CC Womin s Ccufloi on ACS 

Ourrm PrQC;:n3AS. ix. 

Scott Qsin. C«*uurman. H!V Commitu t. 

•MUCH 

jaa Evans. Csuflci. wa/o 2 

G«nruQi Slc!?^ Cimoaauc CUiS 
G^and Lfssort AcwsB Aiu^nct 
G«or;f Wa$r:n;::n univifsir/ wtsrcci 
Center 

Davio Crtts^.';, Crjif of Cuucsi 

Oocraoc^s. ncsotat tor Sicx C7ii<crefl * 

Aunc HU, Sur? Anorney. DC Pnscnef s 
U^ai StfviCB Proica tnc* 

Htatm Cart ^cr Homtitis. ins. 

indficuntsa Conmurm/ Cantir 

mn<rDtvA::s Nttworx 

AtnH uancrs. M.a. Otrtcar o: Acsiscanc 
Mcacr^. -iswars unwirsifir noses:* 

JtiMsn Soca: Sinncss A^mc/ 

Kofia mnt:2 

KfrtiwofT-'Pi'xsifli fltsiaeni 

Mana^arr^r^; Comoany 
Ufttmx 

Lpn Afflcf tcan ^oum Cinter 
Marys Can*^^ 

Mayors ACrf»Jsr,» Comfnjnat on Oiy sns 

usoian issues 
Names Prt;tz: Tit Naoonai Cooiiot Aria 
Nasonai Ntnvcnc tor Aunaway are vcu:n 

Stfvos 

Naoonat Wcrer. s f^tn Nipwonc 
OUT! 

9tfliatnc i^ZVrW C^ri. inc. 

Ptannto ?rfr:5cc c? Metrccoutan wcsnm^ton 

ProQiani rcf isrcsnau Ttcnnoicgy .n neaim 

Proytcto A.V*- 

Sauc :nc 

S«xuai Minor, r; ''cum Assistrx* us^uf 
jonaman utcaovi CifKtrr. ZZ 

Pnscnr s ,5?3 Sanno P^«ec 
Sotcrun 

SiMaSiMf. C„ Caof Qi wasnifl;:c.'? 

univrsi:.' */esc3 Canttr* 
Ttan CDuncj o: T.v Canttr for Pc£;ss.cn 

Oonons 

Otnci 01 Maarrra* ano CMC Mtrm. 

OioartRiim or Human Sarvicts 
AflvtrtM Sucncn nuto. Pastor, ist 

UniM MiTtscisi Crturcn. 
IraflStfVHti^ns' 
Harry Thomas. Caunoi. wars 5 

Cjivvegtt ^ounsanen 

WtimiQtsn A/u Consortium on ntv 

imtcw ^o-.'S 
wasiMiQtsn *^tt Cin« 
wnnman wai«r Ciate 
2iro taua:.o?f S/owm 
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Condom Availability Coadtion 

1801 1 8m Street N.W. 
Wasnington, D.C. 20QQ9 



May 11, 1992 



The Honorable Sharon Pratt Kelly 
Mayor of the District of Colombia 
District Suilding 
1350 Pennsylvania Avenue, NW 
Washington, DC 20004 



Dear Mayor Kelly; 



As organizations and citizens of the District of 
Columbia, ve share yoxir concern over the alaraing 
rates of sexually transmitted diseases, pregnancy 
and HIV infection among our city's adolescents. 



The threat to District teenagers is real. . One 
fifth of all people with AIDS are in their 
twenties; because of the long latency period for 
the disease, most were probably infected as 
teenagers. Washington, D.C. has the fifth highest 
number of reported AIDS cases in the nation. A 
recent study of adolescent patients at Children's 
Hospital, conducted in collaboration with the 
Centers for Disease Control, revealed a five- fold 
increase in HIV seropositivity rates among 
teenagers over the four years of the study. 



We believe the District must take drastic and 
direct action to reduce these risks to teenagers 
who are already sexually active. We are writing 
to express our support for the broad-based 
HIV/AIDS prevention and education program unveiled 
today. We are pleased that the plan emphasizes 
the full range of risk-reduction programs 
including both the promotion of abstinence and 
condom availability. 



Page 2 
Mayor Kelly 



Several aajor cities — and many saaller ones ~- have taken 
siailar steps to prevent the spread of the deadly HIV anong 
sexually active students. Among them, actions by the New York 
City Board of Education have received the greatest public 
attention. Programs are, or will be, beginning in Los Angeles, 
San Francisco, Philadelphia, Portland, and Seattle. A program 
has been in place for two years in Commerce City, Colorado, and 
ar least 11 commxinities in Massachusetts are beginning programs 
a:: the encouragement of the state Board of ' Education* In 
addition, condoms are provided to students through schcol-based 
health centers in about 40 schools across the country, including 
clinics in Baltimore, Chicago and Miami. 

While condom availability programs are controversial the primary 
concern must be the future health and well-being of our young 
oeople. We congratulate your decision to move forward with a 
condom availability initiative as part of a broad educational 
effort aimed at reducing risk-taking behavior* The lives and 
health of our your*g people must be our highest priority. 

Sincerely, 



1 



ERIC 



A list of endorsing organizations and individuals follows: 



DC CONDOM AVAILABILITY COALITION MEMBERS 



AIDS Action Council 
ACT UP, DC 

AIDS National Interfaith 

Network 
American Public Health 

Association 
Association of Reproductive 

Health Professionals 
Rev. Thomas Carlson, AIDS 
Ministry, Lutheran Social 
Services of the National 
Capitol Area 
The Center for Population 

Options 
Committee for Children 
DC CARE Consortium 
DC Coalition of Black Lesbians 

and Gay Men 
DC Exchange 

DC Women's Council on AIDS 
Durrin Productions, Inc. 
Dignity Washington 
ENLACE 

Jack Evans, DC Council, Ward 2 
The Family Place 
Gertrude Stein Democratic Club 
Gay & Lesbian Activists 

Alliance 
George Washington University 

Medical Center 
David Greenberg, Chief of 

Clinical Operations, 

Hospital for Sick 

Children 
Aurie Hall, Staff Attorney, DC 

Prisoner's Le^al Services 

Project, Inc. 
Health Care for the Homeless, 

Inc. 

Indochinese Community Center 
Inner City AIDS Network 
Renee Jenkins, M.D., Director 

for Adolescent Medicine, 

Howard University 

Hospital* 
Jewish Social Services Agency 
Koba Institute 
Kenilworth/Parkside Resident 

Management Company 



Lifelink 

Latin American Youth Center 
Mary's Center 

Mayor's Advisory Committee on 

Gay & Lesbian Issues 
Names Project of the National 

Capitol Area 
National Network for Runaway & 

Youth Services 
National Women's Health 

Network 

OUT! 

Pediatric AIDS/HIV Care, Inc. 
Planned Parenthood of 

Metropolitan Washington 
Program for Appropriate 

Technology in Health 
Proyecto AMOR 
Salud, Inc. 
Sexual Minority Youth 

Assistance League 
Johnathan Smith, Executive 

Director, DC Prisoner's 

Legal Services Project 
Spectrum 

Sylvir* Silver, M.D., George 
Washington University 
Medical Center* 

Teen Council of The Center for 
Population Options 

Office of Maternal & Child 
Health, Commission of 
Public Health, Department 
of Human Services 

Rev, Stephen Tillett, Pastor, 
1st United Methodist 
Church, Bradbury Heights* 

Harry Thomas, DC Council, 
Ward 5 

Traditional Values Coalition 
Carl Vogel Foxindation 
Washington Area Consortium on 

HIV Infected Youth 
Washington-Free Clinic 
Whitman Walker Clinic 
Zero Population Growth 

* Organization listed for 
identification purposes only 
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Coalition Activities: Sample Press Release 



ACT UP. :c 

a:CS inttnair. Ntiworx 

Auosason c? -^csrooucsvc nicitn ^fottssionais 
Themas Cinsan. AiOS -vumstry. utntrsn 
Socai Sir/icss cr r.t ftaucna Czznv atw 

Tht Onter :cf ^ccyiaaon Csscra 

Ccmmitat fsr C'tworen 

3C Ccatoon zt 3ucx Lssssns ate Gjy Mtn 

:C *//omin $ Ccur^ri on AiCS 

Scstt Cistn. •*s;.'rT5ar. '''V ZzTr.mititt. 

HNLACc 

jaotcvans, Zcuna. war: 2 

G^rTuat Siein 22mccr3QC C:uo 
5av inc '.ssstan icr/iss AJJianct 
Gic;;t wa.-^:.-;::.-: •jr.wtfSir,- Mecxii 
Zmtt 

Coeraccns. -cscttai tar Sjcx zrnicrtn' 
Aune.-aii. Vj.r. A^tcmev. 3C ^nscncf s 

Lt^ai Sf r/;C2S ^'C;ecL '.nz. ' 
^.9ZVi Cart re -cmwss. :ftc 
incscttfuxt Cci^^^T^unify Center 

^iflH jinwns. Cirecsr st Acaesctnt 

•tvnst Scsai 3<rvccs aqwc/ 
<os3 insac::c 

Ktmiworr^/Pirxsict Aesiatnt 

Mana^tmcnt Ccxncanv 
UftiinK 

^33n Anitf!« ''cum Cantif 

MSVS ClfltSf 

Maynrs -c/i$r** CcHimrrttt on G-v 2nc 

-ussan «ssu2s 
^isrtn ?*z;tz: z' -c ?:a2snai Zzziia Area 

$<rvic<s 

Maconai wcrrer s ^aitn Nttworx 

cur 

^♦ciaffic AiCS->"V Cart, -nt 

?»sinic ^aftr:r:s5S ot v.tirccaitun wa$nmg:on 

Vcgram rar Acsrcsnait 7<cwcJC5y >n rrcain 

3<e/ec:s A.VCR 

Soiuc :nc 

Souai Mincnr; ''cutn A^sisarcz '-s^^ut 
•cnafftan S^t^t. E;tecj2v« C*ftc::r CC 

Siwia Siiw«f V. 3*cf;t wasmngtsn 

Tttn Ccyna ''^t C<nar w «c2uja:ion 
Zzuzn 

Crtt cJ Maur^a ana C>jo Ktam C?h. 

OtoarOTinr :! Mvman Ser^icis 
atvffinc Siecr.tn TditiL 'accr. ist 

uniitc .y ten scat Cr.ufc?. 
3facowv rtt?5-3' 
nany Dicmas, ZZ Counci. wa/a S 
TraoiOonai vaiucs Ccauaon 
C^n voQti rcuncosan 
wasanq^i ^ta C^sornum ;n h!V 

I#o ^csuiaucr. ^ cw(n 



^ ^ ^ 

The Washington, D,C- 
Condom Avaiiabinty Coalition 

1801 18thStrs5t,im 
Washington, OX, 20009 



For Isuaediate Release: 
5-11.92 



Contaczs: Susan Flinn, 202-347,5700 

Center for Population Opxiions 
Michael Ramirez, 202,727,6421 

Mayor's Advisory Comnittee on Gay 
Lesbian Issues 
Harw Roussel, 202-7S7,3562 

Whitman-Walker Clinic, Inc. 



DC Condom Availability Coalition cains Mavcr 
Kellv^s support for Condom Availabilirv orocrams in 
DC Public Schools and Correctional Facilities, 



seen as bold snap toward HIV 



Condom ava i lab i 1 itv 
infection control. 



In a May 11, 199 2 meeting with members of the broad 
based DC Condom Availability Coalition, Mayor 
Sharon Pratt Kelly pledged her staunch support for 
condom availability programs in the DC Public 
Schools and DC Correctional facilities as part of a 
comprehensive KIV response plan. 

"The Mayor ' s comments and her willingness to come 
out strongly on this issue are both a witness to 
her leadership and her grasp of the magnitude of 
the epidemic in the city," noted Coalition co-chair 
Michael Ramirez. "If we are ever to get a handle on 
KIV and protect the well being of our youth, bold 
initiatives such as these must move forward" . 

New statistics on HIV infection in the District, 
set to be released May 12 as part of the Commission 
on Public Health's Office on AIDS Activities "Five 
Year AIDS Response Plan", indicate that the city is 
losing the battle against KIV infection. The DC 
Condom Availability Coalition believes that 
immediate and drastic action must be taken to 
prevent further losses in the battle to control HIV 
infection and other sexually transmitted diseases 
(STD's) particularly among the city's adolescents. 



ERIC 



1 



Members of the Coalition anticipate that Mayor Kelly and the 
Comnission on Public Health leadership, Commissioner Mohammed 
Achter and OAA Chief Caitlin Ryan, will be criticized for 
supporting both abstinence and the use of protective barriers as 
a means of reducing rates of HIV infection. "Critics often 
attempt to turn this issue into an either/or debate, either moral 
or immoral, biblical or hedonistic. None of these sound public 
health recommendations is about replacing traditional values or 
morality with a liberal agenda," said Coalition co-chair Hart 
Roussel. "Rather, the unethical option is to sit by and do 
nothing in the face of this epidemic for fear of offending 
segments of the population, I'm offended by the death and 
devastation of this epidemic- . .enough is enough". 

For almost a year now, citizen activists, health educators and 
adolescent health professionals alarmed by the seemingly 
unchecked spread of HIV within the District's adolescent^ 
community have worked in coalition to support condom availability 
in the DC Public Schools. Over 65 Icpcal health, education, and 
religious organizations have been joined by national 
organizations and professional associations in endorsing condom 
availability in the DC Pxiblic Schools and Correctional 
Facilities. 

"The diversity represented on the DC Condom Availability 
Coalition indicates that HIV prevention, particularly among 
adolescents, is a concern for all segments of the District's 
population," stated Coalition co-chair Susan Flinn. "We know 
that the majority of Americans see HIV as a major health threat 
and support comprehensive human sexuality and HIV prevention 
education in the schools. We shouldn't drag our feet on this any 
further." 

On March 11, 1992, Coalition members adopted the following 
statement of purpose: 

"As Organizations and Individuals who are concerned with the 
health and well-being of the District's adolescent and young 
adult communities, and who are alarmed by the continued growth of 
the STD and HIV epidemics among adolescents and young adults, we 
have formed a coalition supporting the availability of condoms in 
DC Public Schools. As a Coalition, we are committed to promoting 
programs to provide: 

!• Comprehensive and non judgmental HIV/STD prevention 
education presenting the range of risk reduction options 
including abstinence; 

2. Free and xinhindered availability of condoms upon request 
to students in the DC Public Schools? and, 

3. Unbiased and nonjudgmental instruction and counseling on 
the correct use of condoms . " 



CPO 1993— ATTACHMENT 1 1 I.E. 5 
Coalition Activities: Colleague Letter to City Council Meabers 




COUNCIL OF THE DISTRICT OF COLUMBIA 
WASHINGTON. D.C. 20004 

March 30, 1992 



Tne Honorable Frank Smith 
1530 Pennsylvania Avenue, N.W. 
Room 122 

Wasxhington, D.C. 20004 
Dear Councilmember Smith: 

We are all veil aware or the devastating impact the AIDS epidesiic has had 
UDon society. However, I was alanned to recently learn that the District or 
Cblurabia now ranks first in t.he rate of new HIV infection apong adolescents . 
Furthennore, more than 20 percent of all people with AIDS, including those m 
the District, are in their 20s. Given the average ten year period ber-een 
infection and the onset of symptoms, tiie majority were prooably mrected 
during their teenage years. 

In light of these facts, I have been working in recent months ^'i*-''- an 
organization seeking to promote innovative and expanded approacnes to HIV 
prevention The D.C. Condom Availability Coalition was formed to promote 
compre.hensive health education programs in the public schools wnicn present 
the range of risk reduction behaviors, including both abstinence anc 
responsible condom use. 

Repr-sentatives of the D.C. Condom Availability Coalition will be 
contacting you in the near future. I hope you will take this opportunity to 
me-t with the Coalition to discuss any questions or concerns you may have 
about their objectives. Also, please feel free to contact me if you have any 
questions or comments on this matter. 

As always, thank you. 




JE/jjr 



/ans 

/ Councilmember, Ward 2 



ERIC IJO 
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CPO 1993 — ATTACHMENT III.I.l 



Condoms in Schools: The Right Lesson 



By Paul Epstein 



Cambridge. Mass.. 

Does the distribution of 
jk condoms, as has been 
m proposed for New 
■ York City's schools, 
r encourage and con- 
done sexual promiscu- 
ity? A growing body of research and 
the experience of AIDS educators 
suggests Just the opposite: Condom 
avallabnity, combined with AIDS 
education, can delay and discourage 
casual sexual activity. 
• Researchers at the Johns Hopkins 
Medical School conducted an AIDS 
education program In Baltimore that 
Included condom distribution In a 
high school They found an increased 
number of students choosing to ab- 
stain from sex, and a significant de- 
lay in the onset of first sexual activity 
among the students. 

Other studies in progress are find- 
ing similar results. At a recent hear* 
ing in Cambridge, an AIDS counsetor 
testified that since the distribution of 
condoms began in his program for 
runaway youth, clients report having 
fewer sexual partners. He also ra* 
ported that the youngsters discussed 
the risks pi AIDS mora frequently, 
rtvtalint :|lialr dsapsnlnt eoocmi. 

My own interviews with adolescents 
and college students suggest that the 
presence of condoms makes them 
more wary of casual sex, more con* 
sckxis of the epidemic and more seri- 
ous at)0ut their own risk. 

The Centers for Disease Control 
consistently reports that teen-agers 
are at high risk of AIDS transmis- 
sion; the growing number of young 
HIV positive persons substantiates 
this. Recent high school surveys dem- 



onstrate that more than 80 percent of 
students have full knowledge of the 
means of AIDS transmission, but only 
one-quarter to one-ihird are actually 
practicing safer sex. 

If responsible adults and officials 
don't take the Initiative In protecting 
students from the risks of unsafe sex, 
the studenu will take the lead. In 
1089, a class of Cambridge High 
School students trained as peer edu* 
cators began distributing condoms to 
fellow students. After a series of well- 
publicized hearings (In tliemselves 
an education for the community), the 
Cambridge .School Committee ruled 
that condoms cduld be distributed 
through the Teen Clinic at the school. 

Subsequently* the Cambridge City 
Council enacted an ordinance requir- 
ing most public establishments to 
provkle condom vending machines 
along wAh AIDS aducatkm bro- 



Kids think 
twice about 
taking risks. 



chures. Tlic Massachusetts Depart- 
ment of Public Health has now taken 
a leading role, with public advertise- 
memo and condom distribution. It's 
too early to have data to Judge re- 
sults; such experiments should be 
taking place all over the country. 

Some oppose distributing cundums 
In the schools because, ihey say. It 
will mislead students Into believing 
there is such a thing as *'safe sex.'* 
Are condoms reliable? The March 



1989 Consumer Reports found (hnl 
only I In 165 condoms breaks during 
vaginal inlcrcoursc; 1 in 105 during 
anai Iniclxonrse. Other surveys have 
reported higher breakage rales and 
they should nol be dismissed: A thor- 
ough review is needed by Federal 
health ' authuiitics. followed by a 
strict regulatory process. 

Latex condoms, which account for 
95 percent of «hc commercially avail- 
able condom:;, do however provide a 
IriK* bat t ier to tlur AIDS virus. When 
used properly and combined wiili a 
hihi icant containing No(ixynul'9. they 
significantly reduce viral transmis- 
sion. Additionally, condoms provide 
protection against other sexually 
transmitted diseases. While a small 
risk of transmission remains for the 
individual, condoms are our most ef- 
fective ''vaccine** to date to interrupt 
tlic st)rcad of AIDS in our population. 

And as a deterrent, their omnipres- 
ence will be a **rcd flag.** a ctmstant 
warning of the health threat we all 
face. Public health research has dem- 
onstrated that people, especially 
those with tow self-esteem, resist be- 
ing told to change their behavior. If 
iiowevcr. a health benefit (for exam- 
ple, vaccinations) Is widely avollable, 
people will utilize it in spite of lioldiiig 
on to their tradltkmal attitudes. 

Condom distrlbutkm progrtims in 
high schools contribute significantly 
to AIDS cducntion and Miuvorlal 
change. Certainly health and educa- 
tional institutions should lead the way 
in helping to create a new culture of 
rc.sfxmsiblc relattonstiips. and thus 
reduce tlic transmission of AIDS. 



I^aul tipsteifu a doctor and instructor 
of medicine al Uaryar6 Mtdicai 
School is chairman of the Cambridge 
AIDS Task Force. 

January 20, 1991 



Copyright (c) 1991, The New York Times Company. 
Distributed by The New Yorit Tunes Special Fcamres. 
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Linda W. Cropp 

To Save Our Children's Lives 

ir6 nmsl demand the placement of condoms in our schools. 



As Ihe mother of two teenage diiidren. I am 
itrongty in fivor of ibatljience for teenagers. It is 
th« only foolproof wny 1 know of to avoid unwant- 
ed pregTunciei and Infection with lltV. ai weU 
other sexuaiJy transmitted diseases. 

But I am also a realist. Aside from absti- 
nence, latex condoms, when properly used, 
are the most effective method for reducing 
Ihe risks associated with unprotected sex. I 
cannot. In good conscience, tell my children 
fnd yours just to abstain from sexual activi- 
ties, because the facts speak loudly and clearly 
that sexual activity among teenagers is in- 
creasing ami that they are not protecting 
themselves. Mnny will be infected with illV 
and. unless a cure is found, will die from AIDS. 

A recent report from the Centers for Dis- 
ease Control indicates that 70 percent of all 
teenagers are aexually active by the 12th 
grade. More than a million teenage girls 
become pregnant in the United Slatcii each 
year. Some 2'/i million yotiiig people become 
infected with sexually transmitted diseases by 
age 21 each year, and more than 800 teen- 
agers have AIDS. One fifth of all people with 
AIDS are In their twenties. 

Conaldcrlng that the latency period be- 
tween IIIV infection and the onset of symp- 
toms is about 10 years, it is truly frightening 
to imagine the number of teenagers who are 
putting themselves at risk for AIDS right now. 
and will probably have the AIDS virus when 



they reach their twenties. Here at home, the 
facts are even more alarming. The District is 
ranked fifth in the nation for mintber of All^S 
cases per 100.000 people. I: also has the 
highest rate of new Alf)S infection and the 
highest rate of teen pregnancy in the nation. 

()p|X)nents of free condoms in the public 
schools say this measure sends n mixed ines* 
sage to our youth, that we are sanctioning 
sextiat activity when the thing most uf ns 
really want as parents is for onr young pcopli? 
to practice abstinence. As I stated at the 
* ouiset« I am a strong supporter of abstinence. 

but for many of our youth, it la nut ettough to 
tell them to Just itay no. 

Yes, we must teach tliem that it ia preferable 
to abatain from aexunl activity an tooiiageri. but 
we must also tell them that If they are sexually 
Kttve Ihey need to take precautions to protect 
themselves. They must act responsibly. Our 
children are bombarded by television and radio 
with the message that sexual activity is glamor- 
ous and exciting. It is up to us to provide sonte 
balance to this one*sided message, to teach our 
chikiren the risks, responsibility and dangers of 
unprotected sexual activity. 

Abstinence is preferable, but AIDS kills. To 
save our children's lives, we nmst allow — no. 
demand— the placement of condoms in onr 
sch(K)ls. A majority of teenagers |>olled say 



that fliey engage in unprotected sextial activi- 
ty because tiiey caimot afford to buy condoms 
or are too embarrassed to request them (roin 
strangers. M.ikittg coiidnnis available fret* of 
charge in the public schools will provide chil- 
dren with guidance from teachers and counael- 

ors with whom they are familiar and provide 
them with the means to protect themaeWet. 

When I served on the D.C. school board 
from 1070 to lOOO. I advocated diip^ntlng 
condoms In the schools. Unfortunately, we lost 
that fight. Hack then, our focus was largely 
birth control. Today, as we are forced to 
revisit this issue, the stakes have gotten even 
higher—our focus is the AIDS epidemic, and 
we are trying to save the lives of our children. 

Making condoms available In our public 
scIkx>1s, as Mayor Kelly plans to do, is not a 
panacea for the AIDS epidenuc. It is merely one 
component hi tlie battle for our chiklren's lives. If 
we are tnily interested in reducing the risk of 
unprotected sex for our young people, we must 
utilize all the tools at our disposal. That nteatis 
advocating abstinence, teacliing family plaiuiing 
and sex educatk>n and ensuring accesa to con- 
doms for aexually active teenagera. 

llie writer is an at-larjge member of the D.C, 
Councit, 

WmirsnAT, Mat 1 1, MM 



(c) The Washington Post. 
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Sample Adv«rtisMii«nt, New York City 

Wklthe 

n.yschools 
condomplan 

exclude the 
teenagersin 
the greatest 

DANGER? 



IS 



Civ Min^ HaMt Otw 

Iflwv M««\«un AiOS Titk ta» 

Kitowvv ruk toci en M>S 

Vl^ MltfW<9 MOS 



ONLY davs btton it's to go 
into ertect. tne NYC Boarc or 
Education s thougmful -^Jt^S 
prevention plan is m grave danger. 

rhe result oi 18 months or puouc 
discussions amont parents, teacners. 
and studerits. the ptan concentrates 
on counseiine and education. U aiso 
giv« teens wrio are 
aireadv se.xuallv ai.tive 
access to concoms, to 
siow the spread ot the 
vimi— and save lives. 

The conoom ptan is 
vital 10 the ent« enoa 

And It ooviousiv 
won't worx if teens m 
the greatest danger — 
those wnose sextut 
activitvis ■■ hidden." 
even dom their puents 
— arc twwed access to condoms. 

Yet now. at the verv last minute. 
Board of Education members who 
hare opposed the plan from the very 
bepnmnf have introduced an 'opt 



out* amendment to grant parents 
veto power, stalling the pian s imple- 
mentation indennitelv ana nswng 
the lives or leens ct>'-wiae. 

The fact or life is that uo to 80^ 
ut teens are aireaav sexuaiiv active, 
wnether parents Know it or not. To 
maice condoms available wuhin tne 
context or compre- 
hensive counseling 
arra cducaoon tsome* 
thmt teenaters cjn t 
obtain at (heir iocal 
pnarmacv'i ts essentuL 

Researcn prov« 
Uut moMng condoms 
avaitaOie does not m- 
creasc sexiui activ-itv 
among teens. It Joes 
mint sex saier and 
reduces the nsk ot 
teen pregnancy. With HIV infection 
sJcytocketing among New Yoric Gc>''s 
high school students, this public 
health emergeftcy must be met with- 
out any further equivocauon. 



PABDffS SUPPORriH E 
CDHOOM PIAN. THE 

RMT DaiAMmcTiie 

OUT*AaEBISKINCTIfC 
LIVES or USB TEENS^ 
ANOYOUBS^ 




The two Board memoers beiow 
will cut New York's anti-.AlOS pian it 
thev tjacK awav rrom cneir ravoraoie 
Februaivvotes ana lom tne cccouc 
torces at tne Soard $ S<ptemccf 1 1 
meeting rhev must be reminded that 
'parental contror i$ not tne issue 
Parents have oten part or tne process 
all along and will continue to piav a 
central roie. Indeed, the vast maionrv 
of New York parents wnoieneartedlv 
«ndorv the oondom plan. 

Teem must be allowed to make 
safe, responsible choices. Lives are at 
suke. Please mail the coupons. Sow 



HfV/AlOi 



I c/o New York Qtv Board of Educanon. Rm. 1 130 I 
I 110 Uvingsioft St.. Brooklyn NY 1 1201 | 

I The "opt-out" proposal is dangerous and imoracncal. | 
I Follow through on vour febmarv vore. Protect those | 
j at ptatfjt nsk. The anti-AlDS plan must go into achon . 
I tf %wntten. We have lost too much nme aireodv. J 

1^ 

I NAMt I 
I 



rw«stina .Matthews 

I c/o .New York Gty Boanl of Educauon. Rm. 1 126 
I 1 10 Uvtnpton Su Brooklyn SY 1 1201 

I As a New Yorker who shaits vour protound concern 
I about babies bom with AIDS. I un^e vou to roomteiv 
J defend the condom avaiUbility plan rrom chose wno 
» would "opt out* the very reeruget^ in the most danger 
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The features of each condom availability program are determined by a 
combination of state law. school board policy, administrative guidelines and 
local school decisions on Implementation. These factors combine differently in 
the decision-making process in each district. For instance, decisions seen as 
policy in one school district may be viewed as part of an implementation plan in 
another. Some school boards may adopt an explicit policy that makes condoms 
available throu^ school nurses; others may simply approve condom availability 
as part of their state mandated HIV/ AIDS education program, and leave design 
issues to the superintendent or local school principal. 

In this guide, the term "program design" refers to the composite of policy, 
goals and procedures that characterize a specific condom availability program. 
Regardless of who decides, and when decisions ure made, the basic design 
questions concerning who. what, when, where and how must be addressed. 

This chapter describes options for answering basic design questions, and 
discusses implementation at the local level. The information will be useful to 
advocates, policymakers, school administrators and local school officials in 
evaluating program options and deciding the best approach for their commu- 
nity. In addition, direct contact with administrators or program directors in 
schools that have implemented condom availability is strongly recommended. 

I. THE DESIGN TEAM 

Teams of school officials, staff, students and outside experts participate in 
the process of designing and developing a plan to implement the program. Such 
teams may be appointed by the school board, the superintendent, the principal 
or the health commissioner. 

A. Membership 

Unlike coalitions (See ^Organizing a Coalition for Advocacy." Chapter 3). 
membership on a design team is limited, and depends largely on the task 
assigned. Team members must: 

❖ have direct knowledge of the school system or local school 

❖ be able to make judgements about whether objectives can be 
effectively implemented at the local school level 

❖ be knowledgeable about adolescent culture and sexual risk-taking 
behavior 

❖ be committed to the goal of the condom availability program. 

Individuals who have some responsibility for implementing the plan should 
also be included on the team. Principals should either be on the team or 
consulted by it. School administrative and teaching staff (especially those 
currently Involved in the provision of health education or services, including 
teachers, counselors and school nurses) should also be included. 

A representative of the health department who specializes in adolescent 
health, pregnancy prevention or HIV can provide a valuable liaison with the 
health department, and can facilitate future coordination on the program. It may 
be strategically important to consult or include representatives of local unions 
— such as teachers, administrators or health aides — whose support for the 
program will be needed. If the policy requires signfficant collaboration with other 
community agencies, these should be represented as well. 
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Including parents and students on the design team is one way to ensure 
their essential input If possible, the team should be representative of the target 
student population in gender, ethnicity and race to ensure sensitivity to cultural 
issues. Individuals from community-based organizations can be brought in to 
help with specific components of the plan. Thqr might include AIDS educators, 
famity planning providers, peer program coordinators or substance abuse 
counselors. 

The design team may be a core group of six to 10 that expands to 25 or 30 
depending on the subject. 

n. DESIGNING THE PROGRAM 

After the team is in place, program design can begin. A discussion of 
program goals and objectives, as well as methods and examples of program 
design, follows. 

A. Setting Goals and Objectives 

From the start, the design team must have clear goals and objectives for 
their process and for the progi'am. 

A goal represents a long-term planned accomplishment for a program. The 
design team might have as its primary goal "to develop a plan for making 
condoms available to students engaging in sexual intercourse as one component 
of a comprehensive HIV prevention education program." A broader and more 
long-term goal might be "to decrease the number of sexually active students 
engaging in unprotected sexual intercourse." The goals for the program and the 
design team may have been chosen by the superintendent, health department 
ofiBcial, principal or school board, or it may be left to the design team to determine 
its goals. 

Objectives are short-term, specific and measurable results or effects which 
a program or project is to accomplish. Determining objectives for both the 
program and the design team is a very important part of the early planning 
process. In developing obJecUves, it is useful to consider a timeline and to plot 
anticipated milestones along it. Examples of objectives for a design team are: 

♦ Complete needs assessment survey by February 3, 1994. 

♦ Distribute Implementation Guidelines to every high school in the 
city by June 12, 1994. 

Examples of objectives for the program are: 

♦ Provide six hours of classroom instruction in HIV/ AIDS prevention 
and sexuality education to students in grades nine through 12. 

♦ Make condoms available five days a week, excluding school holidays 
and teacher work days. 

♦ Distribute information about condom availability to students and 
parents at the begliming of the school year. 

The program will be measured or evaluated against its goals and objectives. 
Consider methods and criteria for evaluating the program in the earliest stages 
of program design. Decisions about what to measure affect program design 
choices, as they clarify the desired impact and allow the design team to identify 
factors that might affect achieving the goal. Evaluation strategies arc Important 
for responding to skeptics and opponents and for demonstrating the value of the 
condom availability program. 
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Systems should be established early in the process to gather data for 
measuring the program's success. Sometimes data collection methods present 
barriers to teens if they are too cumbersome or time-consuming. In that case, 
alternative ways must be found to evaluate the program. 

(See Chapter 5 for a discussion of evaluation strategies and suggestions for 
setting program goals and objectives that are realistic and measurable. See 
Attachment IV 1 for a summary of the Washington, D.C., goals and implemen- 
tation plan.) 

B. Selecting Design Features 

Ultimately, the program must be tailored to meet the district's or school's 
own unique balance of needs, resources and limits. Appljtog the following 
criteria to program design features will help ensure effectiveness: 

^ Does it meet policy and legal requirements (e.g., specified stafiQng, 

parental involvement, etc.)? 
<^ Is it goal-driven (i.e., will it meet the needs of teens, maximize their 

access to condoms, improve their knowledge of and attitudes toward 

condom use, reduce risk-taktng behavior — whatever goals have 

been determined for the program)? 

❖ Does it minimize costs and maximize use of existing resources 
(hxmian, financial and material)? 

<♦ Is it easy to administer? 

❖ Can it be evaluated? 

To assess whether a particular component meets these criteria, a team 
needs information about the students and the local school. Some information, 
such as whether there is a school nurse, may be readily available to team 
members. Other information may only be available through additional research 
on the school environment. Focus groups with teens, faculty or staff will almost 
always yield information useful in assessing the choices. For instance, if teens 
report that cost is a significant barrier to consistent condom use, then, unless 
a reduced price can be" negotiated, installing vending machines would not be 
effective in increasing both condom access and use. 

C. Program Components: Who, What, When, Where and How 

A number of different models have emerged for school condom availability 
programs, largely the result of policy choices by school boards and health 
agencies. This section discusses the different components of condom availability 
programs. Chapters 7 and 8 present in-depth case studies of several programs. 

Who will make the condoms available? 

School Stall. Staff currently involved in programs include principals, nurses, 
teachers, guidance counselors, coaches, school-based health center staff and 
other school staff. In some schools, such as those in New York City and Adams 
County, Colorado, staff participation is voluntary. In other programs, school 
nurses and others have been specially designated to make condoms available. 

Students. Peer counselors in many schools make condoms available to their 
friends informally, and there may be appropriate and effective ways to involve 
them in the program. Los Angeles has incorporated peer counseling and 
education groups into their program: peers help staff the school-based health 
center's condom availability program. 

ICG 



ERIC 



46 



DESIGNING 
A PROGRAM 



Outside Staff. Districts sucti as Philadelphia that, as a matter of school board 
policy, do not allow school staff to provide condoms liave invited staff from 
outside agencies into the school. These may be staff in the local health 
department, family planning clinic, HIV/ AIDS prevention groups or medical and 
social work students. In other school systems, such as Washington, D.C., and 
Boston, the school nurses who make condoms available are employed by the 
health department rather than the school. While this staffing pattern is less 
expensive and complicated for the school, it can be quite costly to the outside 
agencies. 

Non-Interactive Methods. Some schools place baskets of condoms in health 
centers, the nurse's office or bathrooms. Because this method is less threatening 
to young people than a personal encounter, teens may use it more readily. This 
is also one of the least expensive options, since condoms are relatively inexpen- 
sive. Another non-interactive option is to install vending machines in bathrooms 
and locker rooms. Vending machines represent no cost to the school, since 
vendors install, maintain and stock the machines. Vending machines may not, 
however, reduce the cost to the student. Non-interactive methods may also 
reduce the likelihood that students will seek counseling and referrals for health 
or social services. 

Who will be eligible to receive condoms? 

High School and/ or Middle School Students. Most programs are hmited to 
the high school grades. Due to especially high-risk factors among preteens, 
several school districts, including Washington, D.C., have established condom 
availability programs in some middle schools. Special procedures or require- 
ments not necessary for older students, such as mandatory counseling, are 
sometimes adopted for students in the lower grades. 

Hard to Reach Students. Strategies should be adopted to make the program 
accessible to students that can be hard to reach with prevention inessages, 
including foreign language and learning disabled students. 

Consent requirements. Some school districts, including New York, Washing- 
ton, D.C., and some school-based health centers, permit all students to receive 
condoms upon request. In some school-based health centers, condoms — like 
other services — are only available to students who have been enrolled in the 
health center by their parents through a special consent form. Other programs. 
Including Philadelphia, permit parents to opt their teenagers out of eligibility. 
Supporters of parental opt-out provisions claim: 

❖ It may be necessary politically to secure approval for the program. 

❖ Less than 5 percent of parents actually opt their teens out of the 
program* so very few are being denied access to condoms. 

❖ It helps parents to enforce their own moral values within the family. 

Opponents of opt-out provisions argue: 

❖ It may deter teens from asking for condoms. 

❖ Some teens at risk of pregnancy or HIV may not be permitted access 
to condoms. 

❖ The logistics of maintaining records are complicated and costly. 

❖ It is difficult to enforce. 

(See "Active and Passive Parental Consent" in Section V.5 for a discussion of 
advantages and disadvantages of parental involvement options, and Chapter 8 
for information on consent procedures in school-based health centers.) 
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What will be made available to students? 

Condoms. Schools may limit the number of condoms dispensed during a single 
encounter, or they may allow students to take as many as they want. T^ically, 
schools provide two to 10 condoms at each visit One program allows teens to 
take up to 50 condoms, with the expectation that they will be passed to other 
teens at risk. (For information on what to look for when purchasing condoms, 
see "Condom Purchasing Information and Options'* in Section VI.) 

Instructions or Other Written Bfaterials . Schools should provide separate 
written instructions for proper condom use developed by the manufacturer or 
written specifically for teens using their program. In most cities, these instruc- 
tions are available in a variety of languages to meet the needs of diverse student 
bodies. The design team must decide if other educational materials — brochures 
about AIDS, other STDs, pregnancy prevention, etc. — will be provided. These 
materials may need to be written and published or purchased. 

Education. Every encounter between a student seeking condoms and staff of 
the program is an opportunity to teach. Many issues related to sexuality and 
Tisk-taking behavior may be raised by the student, and staff should be trained 
to respond. On the other hand, any mandated educational component must be 
carefully considered, since teens are likely to be "turned off* by a "lecture" or 
admonitions about abstinence. Schools may decide to provide literature, dem- 
onstrate the use of a condom and/or discuss the relative risks of protected and 
unprotected intercourse. (See "Student Education and Coimseling Compo- 
nents" in Section IV.) 

Counseling and Referral. Counseling may be required or available upon 
request. In some sites, counseling is required only at the first visit, but other 
districts require it every time condoms are requested. Counseling may be 
provided by staff of the condom availability program, or by other sources as well. 
If counseling and condom availability staff are different some means of 
indicating that a teen has received reqxiired counseling (such as a token or card) 
will be necessary. (See "Counseling and Referral" in Section IV.B.) 

Other. Through interviews during their internal needs assessment, the design 
team in Philadelphia discovered that students felt tmcomfortable with a "condom 
room" where everyone would immediately know the purpose of their visit. 
Students suggested that other items attractive to teens — tickets to sporting 
events, information on other health issues and community resources and 
events, etc. — also be made available to help safeguard student confidentiality. 

When will the program operate? 

Throughout the School Day. Making condoms available through the entire 
school day maximizes student access. Programs using vending machines or 
baskets accomplish this goal. Programs that require counseling or interaction 
with an adult may schedule continuous staffing throughout tlie day, provided 
adequate staff participates in the program. 

Specific Hours During the School Day. Programs that require counseling or 
other interaction may not be able to staff them the entire day and may have to 
limit availability to certain times of the day. Some programs mandate availability 
for specific periods or hours each day or week during which almost all teens are 
free: before school, after school and/or lunch time. Others mandate a minimum 
number of periods or hours and allow the local school and staff to set the 
schedule. In this case, a student needs assessment is useful to establish a 
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schedule that will maximize access. The plan must include adequate publicity 
so that all students are aware of the schedule. 

After School Hours, Weekends and Holidays. Some schools have enlisted 
health departments, clinics, pharmacies and community-based organizations 
to ensure students' access to free condoms even when the school is not open. 

Where will condoms be made available? 

School-Based Health Centers. Schools with existing clinics or health centers 
often use this site for condom availability. When health center operating hours 
are limited, however, this may not be adequate to ensure easy student access. 
Furthermore, use of school-based health centers is not an option for most 
schools, as relatively few have health centers on site. (See Chapter 8 for an 
examination of condom availability in school-based health centers.) 

Designated Spaces. Some schools create a separate space for the program. 
These drop-in centers or health resource rooms may be necessary if the program 
incorporates outside staffer other new student services such as health counsel- 
ing and referral. Special care needs to be taken to ensure that the location and 
setting of any services provide confidentiality for the student. When a condom 
availability program is staffed by school-based health center personnel, school 
nurses or guidance counselors, there is usually no need for a separate, 
designated space since these professionals already provide confidential services . 
If educational materials or other sendees are to be provided, space needs to be 
allotted for them as well. 

Staff-Based Programs. In Adams County, Colorado, rather than having a 
designated place for students to go, volunteer faculty advisors carry condoms 
and materials with them. In New York City high schools, condoms may be 
available at several different locations, such as classrooms and guidance 
counselors* ofiGlces. The school should publicize the condom availability sched- 
ule and location adequately or student access will be limited. 

III. STAFFING AND TRAINING 

StafBng and training may be the most important factors In a program's 
effectiveness. Select or recruit staff with a positive approach to teens and the 
ability to gain their trust. Careful selection and appropriate training of staff can 
Improve sexually active teens* willingness to ask for condoms and increase the 
likelihood that they will use them. 

A. Selecting Staff 

To overcome barriers to access and to promote condom use, programs will need 
both male and female staff who are: 

❖ approachable and trusted by teens 

❖ able to listen 

❖ able to maintain confidentiality 

❖ comfortable talking about issues related to sexuality and supportive 
of condom availability. 

The importance of the type of staff working with adolescents is evident in 
the experience of one school-based health center, where the number of student 
visits quadrupled after a new medical director was hired. 

The number of staff needed for a program will vary greatly, depending on: 
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❖ size of the student body 

❖ number of students likely to use the program (percentage of 
students who engage in sexual intercourse) 

❖ program requirements for counseling and education (which affect 
the time involved in each encounter) 

❖ whether the program uses internally designated or mandated staff 
or outside staff 

❖ when and for how long the program operates each day. 

Using School Sta£f. Since time and salaries are already budgeted, the most 
cost-effective approach to staffing will use existing school staff in the condom 
availability program. Sometimes school board policy or implementation guide- 
lines designate existing school staff be involved. Usually this is the school nurse, 
but may also include guidance coimselors, principals, athletic staff, health 
educators or others. One benefit of assigning staff is that it eliminates having to 
recruit and screen volunteers. Designated staff usually already have certain 
skills or information needed in the program. Assigned staffing also may make 
other logistical decisions, such as location and scheduling, easier. 

While assigned staffing may be efficient for managing the program, there 
are also some disadvantages. Not every school will have a nurse, or there may 
be too few individuals in these specific roles to meet the needs of the program. 
For example, the ratio is fewer than one nurse for every seven high schools in New 
York City; they cannot provide effective intervention including counseling and 
referral, in addition to a full case load and schedule. 

Furthermore, not all staff support condom availability or are comfortable 
with their assigned role. Due to personality or their role as an authority figure, 
certain individuals may not be considered approachable by teens. Special 
training will be required to address tliese problems. 

To avoiS the potential problems associated with assigned staffing, some 
schools have chosen to staff the program with faculty and staff volunteers. Using 
volunteers often increases the number and diversity of staff involved in the 
program, increasing the likelihood that students will know and feel comfortable 
with at least one staff member. Using volunteers also ensures that individuals 
who support the goals of the program are responsible for implementing it. 
However, working with volunteer staff requires special strategies for recruitment 
and training. 

One district is considering the use of focus groups and interviews to obtain 
student input and nominations for condom availability staff. The team would 
then approach the nominated individuals about their willingness to participate 
in the program. 

If the school has volunteers staffing the condom availability program, the 
design team will need to answer the following questions: 

❖ What is the Job description? 

❖ How many staff people and volunteers will be needed? 

❖ What qualifications are most Important? 
What is the recruitment plan? 

❖ What staff traiiiing and oversight will be needed? 

❖ What additional confidentiality safeguards may be needed from 
staff? 
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Using Outside Staff. Some condom availability policies prohibit school 
employees from providing condoms to students, but instead allow local health 
agencies to staff the program in the school. The cooperating health agency might 
be a local hospital, teaching hospital, family planning clinic or health depart- 
ment. 

An agreement between the school and local agencies should outline the 
responsibilities of each party including: providing condoms and other materials, 
handling administrative tasks such as those required by parental opt-out 
policies, collecting data, program oversight, etc. 

The agreement should also clearly establish how staff-related costs will be 
allocated among collaborating groups. These costs can be considerable, since a 
program using outside staff will require the agency to add staff or deploy its staff 
or volunteers in a new way. While the agency may place a high value on the 
condom availability program, it may not have sufiQcient resources to cover costs 
and provide staff alone. 

Bringing non-school staff into the school building will usually require the 
school to allocate space for the program, but might relieve the school of direct 
responsibility for training program staff and administering the program. 

Using Peer Education Groups. Peer pressure and perceived peer norms are 
reported by teens to be important factors in encouraging condom use. In some 
cities, HIV-educatlon peer groups have been instrumental in the adoption of 
condom availability policies. Many peer educators give condoms informally to 
their friends and classmates. These groups may be Involved appropriately in 
formial condom availability programs as well. 

Peer educators should not be the only source of condom availability, 
however, since concerns about confidentiality may make it diflQcult for teens to 
approach their friends. Nevertheless, some teens may feel more comfortable 
discussing the issues with another teen than with an adult authority figure. 

Peer education groups require adult supervision, support and training. 

Othctr Staffing Needs. In addition to interacting with students in the condom 
availability program, there are other fiinctions that must be served as the 
program is implemented. Individuals or a group should be designated to perform 
tasks associated with: 

♦ evaluation 

♦ oversight, support and administration 

♦ public relations for the program. 

B. Training 

Given the complexity of the subject, the range of misinformation about HIV 
and AIDS and public sensitivities surrounding adolescent sexuality, appropri- 
ate training must be provided to staff, volunteers, administrators and parents. 
Training** is a specific kind of learning experience that involves exploring 
attitudes, gaining knowledge, developing and practicing skills. Because new 
information or rumors about HIV/ AIDS are available every day, regular updates 
or "refresher courses** for the school community are also advised. 
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Who Needs Training? The following are potential participants in a condom 
availability training: 

❖ the staff who will counsel students and provide condoms 

❖ school principal and vice principal 

❖ school board members 

❖ parents 

❖ students 

❖ community leaders, including clergy 

❖ school-based health center staff and/ or the school nurse 

❖ other school administrators, interested teachers and staff 
♦> other school community members. 

There are different training goals for each of these groups . The training may 
be a very hands-on, skills-oriented session for those individuals who will counsel 
students and provide condoms, or it may provide Information to members of the 
school community whose support and understanding is needed. The training 
should always be designed with the target audience in mind. 

Training might be offered in several stages. The "orientation" training can 
be open to representatives of many different constituencies. Follow-up, or more 
advanced, training can then be offered to the personnel who will actually 
implement the program. Time, money and trainer availability will affect deci- 
sions about how many people are trained and how many trainings are offered. 
At the very least, it is imperative that those who actually implement the program 
and interact with students receive training. 

Who Can Provide The Training? Experienced HIV, health or sexuality trainers 
with knowledge of or direct experience with youth are ideal. They bring a 
combination of good training skills , comfort with sensitive issues and knowledge 
of young people. It wiU be necessary to have a ''resource'* person from the 
administration (school or district) available during the training sessions to 
answer policy-related questions as they arise. 

There may be staff in the school or at the district level who are appropriate 
for leading the training. Many outside agencies and organizations are good 
places to look for trainers. Planned Parenthood, local AIDS service agencies or 
other health care organizations, including the local health department or the 
state education agency's AIDS education coordinator, are potential sources for 
trainers. Many large communities have private health trainers or consultants 
who might be suitable as well. The Center for Population Options (CPO) offers 
training and technical assistance support to school districts by contract. 

The costs of training will vary with the number of participants, amount of 
materials, charge for space and trainers' fees. Some school districts have had 
success at soliciting pro bono training help from local agencies for the first year 
of implementation; ff funds are limited, explore that option. If the trainers come 
from outside the school. It Is essential that they work closely with the appropriate 
administrators to design an effective training. 

It is veiy helpful to have two people lead the training; while one is leading 
the discussion or activity, the other can watch the clock, write on newsprint, 
monitor the group, etc. One trainer might have expertise in HIV/ AIDS and the 
other In working with adolescents; they should complement each other's skills. 
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What Should Be Included in the Training? Although the content of a specific 
training depends on the goals and the audience, a comprehensive training 
should give participants the, opportunity to: 

❖ Increase understanding about HTV/AIDS-related issues including 
the modes of HIV transmission, testing, condom eflOlcacy and risk- 
reduction activities. 

❖ Learn about adolescent sexuality within the context of adolescent 
development and behavior change. 

❖ Become familiar with the condom availability program's policies and 
procedures. 

Explore personal attitudes and concerns about their roles in the 
condom availability program. 

❖ Practice talking about and demonstrating proper condom use. 

❖ Explore effective condom use negotiation techniques. 

❖ Consider and practice effective communication and counseling 
techniques. 

❖ Identify steps to take to become competent in working with 
members of various racial, ethnic, gender and sexual orientation 
groups. 

❖ Reflect upon the 'myriad pressures that have an impact on 
adolescents today. 

Including a range of topics related to HIV. sexuality and adolescence in the 
training will give participants an opportunity to expand their knowledge base 
and comfort level, while simultaneously reinforcing the concept that HIV and 
pregnancy prevention are linked to multiple issues. 

When planning a training, it is wrong to assume that everyone is familiar 
with the facts. Almost every group is composed of individuals who may be 
extremely knowledgeable about HIV and others who are very ill-informed. It is 
essential to include "basic" HIV/ AIDS information in the training and to give 
ample time for participants to ask questions, preferably in small groups. 

To be committed and enthusiastic, the condom availability staff needs the 
opportunity to "own" the program. An informative, interesting, enjoyable, 
hands-on training — rather than a lecture — will foster such ownership. 

(See Attachment IV.F. "Components of a Coraprehensive Condom 
Availability Training.") 

What Might The Training Agenda Look Like? The number of days needed for 
training depends on the design of the program and the size of the school or 
district. A comprehensive training, such as that recommended here for the staff 
who implement the program, will require a minimum of two days. If logistics 
prevent all relevant staff from gathering two days in a row. consider offering the 
same training several times, offering it four mornings in a row or some other 
workable variation. 

There is no boilerplate for training that is useful or appropriate for every 
setting. Each school or school district will have a unique policy framework with 
which to work. For example, workers In a program that requires repeated one- 
on-one counseling with students will need different training than workers who 
will do much less counseling. The training must be tailored to best fit the needs 
of the audience. 
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A summary of the HIV/ AIDS education training design of the New York City 
Public Schools is provided In Attachment IV.B. Copies of the training manual are 
available upon request from the HIV/ AIDS Technical Assistance Project, which 
is listed in Chapter 9. 

What Kind of Data Should Be Collected To Evaluate the Training? Evaluate 
the training component of the program to improve it for subsequent use and to 
identify further training needs. Attachment IV.C provides a sample evaluation 
form that can be modified for use in any program. 

It might be helpful for planning future trainings to follow up with partici- 
pants several months later, asking them questions such as: **What was the most 
useful information you gained during the training?" and "What do you wish you 
had learned?" 

IV. STUDENT EDUCATION AlW COmSELING COMPOl^^^ 

In order to protect themselves against pregnancy, HIV and other sexually 
transmitted diseases (STDs), adolescents must know the facts about sexuality 
and disease prevention. Students also need adult support when confronting 
these issues personally. Condom availability staff are in a unique position to 
identify students who need help and to facilitate their access to it. The design 
team should try to create a program that offers students the information and 
support they need without creating what teens will view as obstacles to condom 
access. 

A. Education 

Education about HIV and other STDs may already be in place in the school 
or school system. In many schools, however, the HIV/ AIDS education require- 
ment is limited to a few hours in health class. The discussion of condom 
avallabilily provides an excellent opportunity to evaluate current HIV education 
practices and to improve them. 

Condom availability staff can facilitate classes, assemblies and small group 
sessions to present HIV prevention materials outside of the existing curriculum. 
This is helpful in two ways: 

<t Students get to know staff and begin to identify the team members 
from whom they can access condoms. Moreover, students get a 
chance to evaluate the openness and acceptance they caii expect 
from the condom availability stafif. 

❖ Facilitating educational sessions helps the team reinforce the 

information provided in the curriculum. If the school does not have 
a curricultmi, there are excellent models from which to choose and 
organizations that can help in the selection. 

Parents and school staff also need basic HIV/ AIDS information. Providing 
teacher in-servlces and parent workshops reinforces the importance of the 
program, educates adults about HIV facts and fallacies and facilitates commu- 
nication between students and their teachers and parents. 

B. Counseling and Referrai 

In some programs, students are required to receive individual counseling 
every time they want condoms. Some programs require students to demonstrate 
proper condom use on a penis facsimile either after initial counseling or 
whenever they come for condoms. Others make counseling available but not 
mandatory. 
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Many have been surprised by the information and support young people 
seek from the program staff. Some students want to acquire a condom with the 
minimum of fuss and bother. Others need someone to talk to about topics that 
could include sexual decision-making, the proper technique of using a condom 
or negotiating condom use with a partner. 

Adolescents may also need someone to talk to about seemingly unrelated 
issues. Topics of sexual abuse, drug and alcohol use, falling grades or problems 
at home may surface in the coimsellng session. The team must consider whether 
to provide referrals to outside agencies or to existing resources within the school. 
In Philadelphia, where the program is managed by health agencies, referrals for 
health and social services are considered one of the most important services 
offered by the program. 

Each school's design team must decide what referrals will be made. A list 
of approved agencies or individuals may be compiled if one is not already 
available in the community or through the school guidance office. The team may 
need to establish an agreement with a local clinic or hospital to refer students 
in need of medical and mental health services. 

As indicated above, the team may choose to provide counseling to students 
each time they seek condoms or only the first time they access the program. In 
either case, the counseling session should take place in a quiet area where 
confidentiality is maintained. The duration of the session should be dictated by 
the students questions and concerns. Staff should always reinforce that they 
are pleased the student has acted in a responsible manner by accessing the 
program. Moreover, the counselor may wish to explain that he or she is available 
to discuss any concerns the student may have about relationships, sex or using 
protection. (See Attachment IV.G. "Guidelines for Individual Counseling.") 

For help in learning counseling skills, turn to local resources. See the 
previous section on training for some possibilities. Other resources for training 
include the clinical services staff of local health care, social service and family 
planning organizations. Hie hiunan services departments of the local govern- 
ment can provide information on obtaining counseling training. 

V. VALUE OF PARENTAL INVOLVEMENT 

One of the most sensitive areas in designing a program is how to involve 
parents. These decisions are. to a certain extent, governed by state and federal law. 
(For further discussion of legal requirements and Implications, see Chapter 6.) 

The extent of parental involvement depends on the goals of the program, 
available fiinds and staff time. A program that seeks to reduce adolescent risk- 
taking behavior is likely to be more efiectlve with the active support and 
participation of parents. Schools will be more successful if they find creative 
ways to engage parents in reinforcing the lessons taught in school. 

On the other hand, a program whose prtmaiy goal is more limited (l,e.. to 
reduce physical barriers to access by making condoms available upon request 
or through vending machines), may not need the same aggressive strategies for 
engaging parents. In every instance, however, program designers should rein- 
force parents* responsibility as primary sexuality educators for their children. 

The question of the parental role is usually debated in terms of active or 
passive parental consent requirements, but there are also other ways to satisfy 
the need for parents to be informed and involved. The following section briefly 
describes strategies for parental Involvement and some of the benefits and 
drawbacks of each. 



DESIGNING 
A PROGRAM 



A. Parent Education and Input 

Schools have found that parents* anxieties about condom availability 
programs are eased when they learn condoms are provided as part of a 
comprehensive program of prevention that seeks to prepare teens for adult 
responsibilities and aims to reduce the risk of serious negative consequences for 
the choices teens make. Parents also find ft reassuring that the program provides 
condoms to students who are already engaging in sexual intercourse and aSlrms 
students who remain abstinent. 

Parents and other members of the school community also need accurate 
information about HIV and AIDS, not only to reinforce for their children lessons 
learned at school, but also for themselves. Students often express to AIDS 
educators a deep concern for their parents, who may be less Informed than they 
and are taking unnecessary risks. 

Effective communication is more than one way; it should provide school 
officials with feedback about how parents perceive the program. By assessing 
parental support, schools may be able to address concerns before they erupt into 
conflict or endanger the program. 

Channels of communication can be established through the Parent Teacher 
Student Association (PTSA) or other parent groups. Guaranteeing parental 
representation on advisory committees will satisfy most parents that their 
concerns are heard and addressed. 

Parent il'ducatioii. Parent education can be conducted through: 

❖ mailings to the parents at home, annually or more frequently 

❖ presentations to PTSA and other parent groups 

❖ materials sent home with students 

❖ adult education classes on HIV/ AIDS prevention 
<♦ new student/ parent orientations 

❖ print and broadcast media coverage. 

Parent Input. Parent input can be obtained through: 

❖ parental representation on the design team 
<^ parental participation on an advisory board 

<♦ talk-back sessions after presentations to commimlty groups 

<♦ parent focus groups 

<♦ telephone polls 

❖ questlormalres sent separately or with regular mailings. 

Materials for Parents. Materials should be made available to parents that 
include information on: 

❖ the risks to teens of pregnancy, HIV/ AIDS and other STDs, 
including national and local data 

❖ ways the school is addressing these concerns, including health and 
skllls-bulIding education 

❖ how the condom availability program works 

❖ how the school supports decisions to abstain from sexual 
intercourse. 
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Educating parents is most important in the earliest stages of the program, 
when they want to know exactly how it will work. Briefings for parent groups are 
a way of allaying fears and keeping parents informed. Over time, as the majority 
of parents become familiar with the goals and strategies of the program, the 
frequency of briefings, presentations and talk-back sessions may be reduced. 
Parents of new students should always receive information about the program 
along with other materials. 

B. Active and Passive Parental Consent 

Because privacy and confidentiality are so important to teens, most people 
who work directly with young people believe that parental consent or -opt-out" 
provisions deter teens from asking for condoms. This belief is supported by 
informal surveys of teens who, when asked, overwhelmingly oppose both 
consent and opt-out requirements even if they have good relationships with their 
parents. No hard data exist, however, on the deterrent effect of parental opt-out 
mechanisms. 

Decisions about parental consent will sometimes be directly related to the 
method chosen to make condoms available. For example, parental consent is not 
realistically enforceable when condoms are available through vending ma- 
chines. 

The source of funds for the program may also influence the adoption of 
parental consent or opt-out provisions. Title X, the federal family planning 
program, prohibits making family planning services for minors conditional on 
parental consent and/ or notification. Therefore, a school-based health center 
or health department using Title X federal funds may not impose a parental 
consent or opt-out requirement for contraceptives. Conversely, a program that 
requires active parental consent or opt-out may not use Title X or similarly 
regulated state funds. 

Active Consent. Active consent permits only those students whose parents 
have signed a permission form to receive condoms. Active consent is rarely 
required, except in the few school-based health centers that list condoms as one 
of the services for which parents must provide explicit consent when enrolling 
their adolescent In the center. (See Chapter 6 for more ixiformation on legal 
issues.) 

Consent forms are generally distributed to parents at the beginning of the 
year; only those students whose parents sign and return the forms would have 
access to condoms. Unfortunately, in addition to teenagers whose parents do not 
wish them to have condoms, teens would also be excluded if their parents forgot, 
misplaced, could not read or simply failed to read the materials. This type of 
consent might also be challenged on the basis of an adolescent's right to privacy 
and access to contraceptive services. 

Passive Consent. Passive consent, or "parental opt-out," makes condoms 
available to all students except those whose parents deny permission in writing. 
Most of the problems associated with active consent apply to opt-out provisions, 
including the need to maintain confidential records and to enforce the provision. 
However, teens cannot be unintentionally opted out of the program as they may 
frequently be with an active consent requirement. 
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In programs that have adopted a passive consent, approximately three to 
five percent of students have been opted-out by their parents. Nevertheless, oil 
students are required to identify themselves before receiving condoms, to ensure 
they have not been opted out. Identifying themselves by name or by showing 
proof of identity may present a significant barrier to teens who wish to remain 
anonymous, both to peers and to school staff. Some schools have found that 
problems of enforcement cannot be overcome wltJiout procedures so intrusive 
and cumbersome that they would undermine the program's effectiveness. 

The issue of parental consent is often decided by school boards or health 
departments on the basis of what they believe is politically possible, rather than 
through determination of the policy that best achieves the goal of reducing the 
risks to teens. 

Proponents of opt-out procedures for condom availability programs feel 
very strongfy about the issue. Advantages and disadvantages of different 
parental involvement models are presented in the chart on the following page. 

If a school chooses to require parental consent or adopt an opt-out 
procedure, it must conduct the following administrative tasks: 

❖ Design a response form. (See Attachments IV.D. 1-3 for a variety of 
sample consent and opt-out forms.) 

❖ Develop a data base, to record responses firom forms, capable of 
generating up-to-date lists of students eligible and/or ineligible for 
condoms. Steps must be taken to maintain the confidentiality of 
information in the database. 

❖ Adopt protocols that address how students will be identified to staff^ 
(whether they need to produce some form of identification or 
whether it is sufficient for them Just to give their name) and how 
confidentiality will be protected. 

❖ Decide how the list will be managed, including how often it will be 
updated or reissued, whether there 'vill be a deadline for the return 
of forms, what will be done with forms turned in after the deadline, 
how to handle changes in the list when individuals move, graduate 
or drop out. 

❖ Circulate lists to condom availability volunteers and staff, 
accompanied by instructions on safeguarding confidentiality. 

❖ Establish criteria and methods of evaluating effectiveness and 
impact of consent or opt-out procedures. Revise procedures as 
necessary. 
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BENEFITS AI^0DMWBAGK^iOF.S5n^^ 
MfiNmCONSEi^^ 
AVAILABILITY PROGRAMS 




Student Request 


Parental Consent 


Parental Opt-Out ^ 


Benefits 


Maintains 
confidentiality 

Reduces 
embarrassment 

No teens 
denied access 

Maximizes impact 
of program 

Minimizes 
record-keeping 

Does not violate 
adolescents' rights 
to contraceptives 
and STD treatment 


Reinforces parental 
authority 

Reduces parent 
opposition 


\> 

Reinforces parental 
authority 

Most teens allowed ; 
access i 

Reduces parent ^. 
opposition 1 

f< 

i 


Drawbacks 


Politically difficult to 
achieve 


Minimizes access, 
may deter all teens 

Significant cost to 
implement 

Loss of confidenti- 
ality: student must 
give name 

Administrative 
problems: record 
keeping, student 
identification 

Enforcement 
obligations and 
difiicultles 

May violate teens* 
right to contra- 
ceptives and STD 
treatment 

Minimizes impact of 
program and 
behavior 


Reduces access and 
may deter all teens 

Significant cost to 
implement* 

Loss of confidenti- \ 
aUty: student must 
give name 

Administrative 
problems: record 
keeping, student > 
identification (less 
onerous than with 
consent) 

Enforcement 
obligations and 
difficulties 

May violate teens' 
right to contra- 
ceptives and STD 
treatment 
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VI. CONDOM PURCHASING INFORMATION AND OPTIONS 

Arrangements are usually made at the district level for the purchase or 
donation of latex condoms from manufacturers or the local or state health 
department. Interacting with these agencies may be a new experience for school 
staff unless they are associated with a school-based health center or outside 
health agency that has already established a source of condoms for distribution 
to the public. (See Attachment IV.E» Xondoms Available Through U.S. Distribu- 
tors.") 

Some of the barriers to adolescent condom use are directly related to teens' 
perceptions about condoms. Therefore, the design team needs to know what 
factors are important to teens when considering brands and styles of latex 
condoms. Ideally, the program should offer a variety of styles and sizes of 
condoms. By providing choices, the program helps teens discover what works 
best for them and can further reduce resistance to condom use. 

Most U.S. distributors of latex condoms adhere to voluntary standards 
developed by the American Society for Testing and Materials that govern the size , 
elasticity, thickness, strength and leakage of condoms. These standards have 
been accepted by the Food and Drug Administration (FDA), and are the basis for 
the statement that properly used latex condoms are highly eflfective in preventing 
sexually transniitted diseases, including HIV, and pregnancy. 

Surface-strength and leakage tests are part of these standards. Similar 
tests are not required in the manufacture of latex surgical gloves; studies 
conducted on the effectiveness of surgical gloves in preventing transmission of 
HIV are not relevant to latex condoms. 

Latex condoms do not allow the passage of water. Since a water molecule 
is five times smaller than HIV, latex condoms which are impervious to water are 
also resistant to HIV transmission. At least one manufacturer tests each 
condom electronically for holes before packaging it. 

A. Choosing Which Condoms to Order 

Condoms caimot eliminate all risk of pregnancy or sexually transmitted 
diseases. Nevertheless, proper and consistent use of latex condoms greatly 
reduces these risks. Natural skin condoms may be effective in preventing 
pregnancy but do not protect against transmission of disease. Some studies 
quoted by opponents of condom availability programs to suggest that latex 
condoms are Ineffective for preventing the spread of HIV and other STDs are 
actually studies of natural skin condoms. While these condoms can be used in 
tandem with a latex condom by Individuals who are allergic to latex, they should 
not be used alone. Novelty condoms, such as french ticklers, should also be 
avoided. 

Standard latex condoms are between 0.03 and 0.09 millimeters thick. 
Greater thickness does not always mean that the condom is more resistant to 
breakage. The risk of breakage very much depends on user behavior. Some 
manufacturers market an extra strength condom for people who experience 
breakage with standard condoms. 

A receptacle tip is an important feature that helps reduce slippage after 
ejaculation by providing space for the ejaculate. Some condoms offer additional 
features, such as an adhesive around the open end, to help prevent accidental 
slippage. 
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Some condoms are lubricated with nono;Qrnol-9. a spermicide that provides 
added protection against pregnancy. In laboratory tests, nonoxynol-9 has killed 
HIV. but there is no clinical evidence yet that nonoxynol-9 kills HTV in the human 
body. Therefore, it is possible that the use of nonoxynol-9 can increase 
protection against HIV. but it is not clinically proven. In addition, some 
individuals are allergic to nonoxynol-9 and can develop a rash or sores, making 
them more vulnerable to infection. These individuals should be advised to 
discontinue use of condoms lubricated with spermicide containing nonoxynol- 
9. and use non-spermicidal, water-based lubricant or an unlubricated latex 
condom. 

B. Instructions 

Have clear and complete instructions on condom use available for students 
to take with them. Condoms purchased in the drug store have instructions on 
the package, along with warnings that no contraceptive is 100 percent effective. 
These Instructions are always included because they encourage proper use of 
condoms, which is critical to condom eflacacy* When condoms are purchased in 
bulk, special arrangements may be required to provide separate written instruc- 
tions, as they may not appear on individual condom packages. The condom 
manufacturers usually will have such instructions available. They may also be 
willing to produce a brochure or handout specifically for your program. 

These instructions should: 

❖ include both written and pictorial directions for using the condom 

❖ be written in language which is age-appropriate for the student 
audience 

❖ be translated into languages represented in the student population: 
Spanish. Korean, etc. 

❖ include information about condom effectiveness 

❖ inform students that they must use a new condom with each act of 
intercourse 

❖ inform students that if a lubricant is needed it must be water-based 
or slUcon-based. as oil-based lubricants quickly destroy the latex in 
condoms 

❖ inform students that some individuals are allergic to latex (In that 
case, two condoms should be used: the person with the allergy 
wears a natural skin condom next to their skin. For example, in 
heterosexual intercourse where the male partner has an allergy, he 
wears a natural membrane condom next to the skin, covered by a 
latex condom. If his female partner is allergic to latex, the male 
would wear the latex condom next to his skin, covered by the 
natural membrane condom.) 

❖ remind students not to use the condom If It is sticlgr. brittle or 
damaged 

❖ inform students that condoms should be stored in a cool, dry place 
(e.g. not in a wallet) 

❖ advise. If either person feels burning or itching, to discontinue use 
and consult a doctor. 
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C. How Many Condoms to Order 

It is difficult to estimate how many condoms will be needed for the program. 
If the program is effective and a high percentage of teens are sexually active, a 
large number of condoms will be required. For a rough monthly estimate, 
consider: 

a z b z c « number of condoms, where: 

a - Number of teens engaging in sexual intercourse who are enrolled in the 
school. Unless you know from local surveys what percentage are sexually active, 
calculate the approximate number based on the national averages (39.6 percent 
of ninth graders; 47.6 percent of 10th graders; 57.3percent of 1 1th graders; and 
71.9 percent of 12th graders reported ever having had intercourse. The U.S. 
Youth Risk Behavior Survey, 1990). 

b - Number of condoms each student will be able to receive at each 
encounter. 

c - Estimated average number of encounters per month. 

Latex condoms generally have a shelf-life of five years if stored properly, but 
condoms with nonoxynol-9 have a shelf-life of approximately two years. Thus, 
the only significant problem with over-ordering condoms is finding space in a 
cool, dry location for storage. 

The availability of funds is usually the major limiting factor in placing 
orders. Many schools rely on health departments to provide condoms, either for 
free or by passing on the low costs they have negotiated with condom manufac- 
turers for bulk orders. The cost-per-condom may be as low as $.04 to $.08. 

m BUDGETS AND FINANCING 

To a large extent, the goals of the condom availability program and its 
design features will determine the cost of the program. The least expensive 
program for the school district xvill be one which simply makes condoms 
available through vending machines or open baskets. Generally, condoms 
themselves are the least expensive component of a program. Programs that 
include education, counseling, referrals, parental consent or opt-out arc signifi- 
cantly more expensive. Some policy decisions ~ such as a requirement that 
condoms be made available only by licensed health professionals — add 
significantly to the cost of a program, which either must be paid by the school 
district or passed on to a cooperating health agency. 

A. Direct Costs 

The direct costs for Implementing a condom availability program will include: 

❖ condoms 

❖ materials, including printed forms, information on condom use and 
efficacy 

❖ staff* (including recruitment) 
sp>ecialized training for staff* 

❖ publicity for the program 

❖ administrative costs (Including those required to implement a 
parental opt-out, if necessary) 

process and/or impact evaluation. 
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The most cost-effective method for Implementing a condom availability 
program is to integrate it into an existing school program. Schools that have 
health and family life education, HIV/ AIDS prevention programs or school- 
based health centers alreacfy budget staff time, materials, curricula and 
overhead for these programs. Condom availability will not add significantly to 
these costs. 

Many schools, however, will decide to Improve their health education 
programs and develop condom availability as one component in a comprehen- 
sive prevention plan. For example, the goal of the New York effort went beyond 
maldng condoms more accessible to reducing risk-taking behaviors and chang- 
ing adolescent culture aroimd condom use. The costs of comprehensive pro- 
grams will be significant. 

In developing comprehensive programs, schools should consider how to 
restructure their own programs and build collaborative relationships with 
health and youth-serving agencies in order to pool resources and provide 
services more efficiently. For example: the health department might provide 
condoms; a local youth-serving agency might provide training and education; 
local schools could provide staff, space and necessary administrative support; 
the school district could provide educational materials; and a foundation might 
provide additional funds. The needs assessment should help identify both 
resources and gaps that can help in organizing program funding. 

B. Potential Sources of Funding 

The simplest way to fund the program is for money to be directly allocated 
by the school district or health department as a function of their general budget 
authority. This is not always possible, since some school policies prohibit the 
expenditure of school district funds or because the costs of the program exceed 
the available resources. To supplement school district or health department 
funds, the design team must explore other public sources, foundations and 
other private sources of support 

Local, State and Federal Program Fonda. In theory, potential sources of 
funding for condom availability programs Include all local, state and federal 
resources directed toward teen pregnancy prevention, HIV/ AIDS education and 
prevention, STD treatment, family life and health education. 

In practice, however, there may be significant barriers to using federal or 
state funds for condom availability. Policy biases and regulations governing 
major state and federal health and education programs may inhibit or even 
prohibit use of these resources for condom availability programs. Competition 
for scarce resources may make it unlikely that any new public resources would 
become available. 

Nevertheless, schools may be able to piece together resources creatively 
from various funding streams. For instance, schools might be able to save funds 
by administratively combining their alcohol and other drug abuse prevention 
programs with their HIV/AIDS prevention programs. This is logical and could 
improve program effectiveness, since factors which put adolescents at risk for 
alcohol and other drug abuse are similar for HIV, other STDs and pregnancy 
risks, and since alcohol and other drug use is often a factor in unprotected 
intercourse. 

As another example, the regulations governing TiUe X federal family 
planning programs require that comprehensive services and the full range of 
contraceptive services be made available. Thus, it may be possible for a school- 
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based health service offering a range of contraceptives to arrange to become a 
satellite site for a Title X grantee. 

The design team should explore whether the school is eligible for state or 
federal funds, or whether it is possible to combine efforts with representatives 
of local government, pregnancy prevention and AIDS organizations who receive 
funds through these programs. 

The best way to identify potential sources of public funding is to contact: 

❖ professionals In the field of HIV prevention and education 

the state and local health departments (speclBcally, adolescent 
health, family planning, HIV/ AIDS program stafi) 

❖ the state department of education (health education specialists, the 
state school AIDS education coordinator. Drug Free Schools 
specialists) 

❖ members of state and local adolescent pregnancy prevention and 
AIDS task forces 

❖ other school districts in the state which have condom availability 
programs. 

There are a variety of publications which list federal funding sources 
available. The Catalogue of Federal Domestic Assistance is available from the 
Government Printing OflBcc (202-512-0132), and the Public Health Service's 
Office of Disease Prevention and Health Promotion has published A Directory of 
FederalPrograms andActiviUes Related to HealthProTnotionThrough the Schools. 
The GoverrmientAsststariceAlrnaxiac by Robert Dimiashell is available In general 
bookstores. 

Private Sources. Some may feel that the program Is best funded by grants from 
foundations or private contributions, so that the condop availability program 
does not compete for dwindling tax dollars. Local suppbrt can be particularly 
valuable, since it demonstrates local Investment In HIV prevention. Local 
corporate or foundation support may, therefore, help obtain additional fiinds 
from state or federal sources. 

Most school districts have experience In writing proposals and working with 
foundations and corporations in partnership on a specific project. Among the 
corporate partners that might be enlisted in the condom availability program are 
pharmaceutical companies, insurance agencies, medical supply companies or 
stores and local businesses. These companies may provide funds, donate 
services such as renovation, printing, public relations, training or materials, 
including condoms. Local medical schools or hospitals might provide staff or 
adopt either a school or a segment of the program. 

The foundations potentially interested in supporting a condom availability 
program may differ from those that have traditionally entered into partnerships 
with schools, because of the specific focus on pregnancy prevention. HIV/ AIDS 
and health. Some research may be necessary to determine which foundations 
share this interest. 

Although some foundations set aside funds for emergency grants, which 
can be imf)ortant when the program's need for funds is critical, the normal 
process of considering proposals can take months, with no guarantee of success. 
Chances of success are greatly enhanced by carefully matching tfie program to 
be funded and the foundation's interests, and by following the foundaUon's 
protocol for accepting proposals. 
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If possible, avoid sending a proposal without first making personal contact 
with the foundation. Written proposal guidelines will provide an outline of the 
information required by the foundation. Some foundations require a letter of 
intent before receiving a proposal; others will meet with contacts from the 
condom availability program and. if still interested, ask for a proposal. 



TIPS PGR IDENimpGjqNpm 

People administering HIV prevention and AIDS education programs in 
your community can provide advice about local sources of corporate and 
foundation support. Investigate connections to corporate funders who may 
be willing to introduce or advise program administrators. 

The Foundation Center in New York City (212-620-4230) assists 
potential applicants in identifying foundations in their areas and can 
provide references to the nearest library that houses Foundation Center 
resource material. It also produces The Foundation Directory, which pro- 
vides information on the nation's largest foundations. 

The local library should be able to provide books listing ftmders and 
their requirements. jH 
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Nominal User Fees. Although cost may be a barrier to condom access for many 
young people, a nominal user fee would not be prohibitive for the majority of 
teens. If condoms can be purchased cheaply at a bulk rate, it may be possible 
to charge a small fee for the condoms- for instance, $.25 — and recoup the cost 
of the condoms and any educational materials that are provided. The least 
expensive bulk rates for condoms, however, may only be available to agencies 
that give them away. 

Summary of Posaible Funding Sources 

❖ state and local health departments 

❖ local school district, board and administration 

❖ corporate partnerships 

❖ private foundations 

❖ donations of services and materials (in-kind contributions) 

❖ local health care providers 

❖ nominal user fees. 

For condom availability as a component of HIV/ AIDS education: 

❖ Centers for Disease Control and Prevention AIDS-related funds 

❖ State Education Department. 

For condom availability as a preventive health program: 

❖ federal categorical and state block grants providing famUy planning 
and health services: 

♦ Maternal & Child Health Block Grant 

♦ Section 330 Community Health Centers 

♦ Early Periodic Screening. Diagnosis and Treatment Program 
(EPSDT) 

♦ Title X, Family Planning Programs 

♦ Medicaid 

♦ Title XX, Social Services Block Grant. 
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CHAPTER FOUR ATTACHMENTS 

A. District of Columbia Public Schools Condom Availability Implementation 
Plan 

1. "Summary: D.C. Public Schools' Condom Availability Implementation 
Plan," WACmVIY Special BuUetin. September 2, 1992 

2. "How the Student Condom Program Will Work/ The Washington Post, 
Septembers, 1992 

B. Summary, HIV/ AIDS Education Training Design, New York City Schools 

C. Sample Training Evaluation Form, The Center for Population Options 

D. Sample Parental Consent Forms 

1 . Los Angeles Unified School District 

2. Beecher Teen Health Center, Michigan 

3. School-Based Health Center Consent Form 

E. Condoms Available Through U.S. Distributors 

F. Components of a Comprehensive Condom Availability Tredning 

G. Guidelines for Individual Counseling 



CPO 1993— ATTACHMENT IV. A. 1 



District of ColUBbia Bcliool Condon JLvailability 
laplttentation Plan 

Goals 

* To provide education and counseling on the epidemic of STD/HIV, 
and to encourage students to develop effective risk reduction 
strategies including abstinence and proper condom use. 

* To provide ready availability of condoms and condom use 
instruction for secondary school students who wish to participate 
in the program. 

Strategies 

Grade Level Assembly Programs 

* School nurses will initially introduce Condom Availability 
Program during the beginning of the school year orientation 
assembly in the context of the 1992-93 Bureau of School Health 
Services program. 

* In addition a grade level assembly will be held during which 
overview of HIV/AIDS in the District of Columbia will be 
conducted to define the threat of HIV/AIDS to students; discuss 
the effectiveness of condoms in terms of HIV and STD prevention; 
introduce the Condom Availability Program, and discuss how the 
program works from the office of the school nurse. 

Education/ Counseling Sessions and Continuing Staff De velopment 

* Students will attend group or individual education/ counseling 
sessions on a voluntary basis, before school, after school and 
over lunch/free periods. These sessions will be conducted by the 
school nurse and peer educators when they are available. 

* The nurse's office will house educational material on HIV/ AIDS 
prevention and effective condom use. 

Condom Access 

* Condoms will be available as part of the counseling session anci 
during specific periods designated by the school nurse. Each 
student may receive five (5) condoms each visit. 

* The nurse must ensure that her office presents the students 
with a noniudgemental environment. 



Reprinted from, the Washington Area Consortium on HIV Infection iti 
Youth (WACHIVY) , "Special Bulletin," September 2, 1992. 
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CPO 1993 — ATTACHMENT IV •€ 



Sample Training Evaluation Form, 
Thm canter for Population Options 



!• What were your expectations for this training? 



2, Were these expectations met? How and why? 



3. Did you learn anything in this training that you did not 
know before attending? 

If yes, what? 



Do you know how you will incorporate this new 
information into your work? How? 



4. How many people do you expect to reach in the next year with 
the information from the training? 



5. Do you have questions or concerns that were not addressed at 
the training? 

If yes, what are they? 



6. What was the most valuable portion of the workshop? 



7. What was the least valuable portion of the workshop? 



8. Do you have suggestions for how the training could be 
improved? 

Suggestions for future sessions? 




CPO 1993— ATTACHMENT IV.D.l 



Sample Parental Consent Form 

LOS ANGELES UNIFIED SCHOOL DISTRICT 
HIV/AIDS PREVENTION PROGRAM 
PARENT/GUARDIAN CONSENT FORM 



Dear Parent{s) or Guardian(s): 

HIV/Aips and sexually transmitted diseases are epidemic in our 
community. Public health statistics and reports indicate that 
increasing ntimbers of young people in their early teens are 
becoming involved in behavior that puts them at risk for 
infection. While the district does offer education which 
emphasizes abstinence as the only one hundred percent effective 
method of preventing infection, the proper use of a condom does 
provide some protection against sexual transmission of the 
HIV/ AIDS virus. At the urging of medical and public health 
authorities,- the Board of Education has enacted a policy to make 
condoms available for students , sub j ect to the parental approval 
guidelines currently used for Health Education classes. 

Condoms will be made available through the school to students 
requesting tliem unless you, as the parent or guardian, withdraw 
permission by completing and returning the tear-off below. In 
making condoms available, the District assumes no liability. 

If you do not wish your son/daughter to be able to obtain condoms 
through the school's HIV/AIDS program, please return this form by 



(Date) 



(Principal) 



HIV/AIDS PREVENTION PROGRAM 

To: (Name of Principal) Date: 
(Name of School) 

I do not wish my son/daughter to obtain condoms through the 
school's HIV/AIDS Program. 



Name of son/daughter Signature of Parent/Guardian 

( ) 

Daytime telephone 



Sunpla P&r«xital Consent Form 



BEECHER TEEN HEALTH CENTER 

PARENT CONSENT FORM 

Beecher 103 is a health center for adolescents located in room 103 at Beecher High School. 
Beecher 103 is starTcd by a pediatric nurse practitioner, a medical assistant, a mental health 
counselor, a health educator, and pediatricians from Mott Children's Health Center. Your teen 
can get full service health care during and after school. We are open Monday through Friday 
from 10 a.m. to 6 p.m. The clinic is also open during the summer and on school holidays. 



Any adolescent, ages 10-19, living in Genesee County is eligible for services. BeecH^r 
teens receive first priority. 

There is no charge for services. We will bill your health insurance plan when possible. 

Beecher 103 is funded by Mott Children's Health Center, The Michigan Department of 
Public Health and the Bw:her Schools. For more information, call B. 103 at 785-9689. 

YOUR TEEN CAN GET TBOESE SERVICES AT B.103 

• COMPLETE PHYSICALS • SKIN AND NUTRITION CARE 

• SPORTS PHYSICALS • LAB TESTS AND PRESCRIPTIONS 

• SICK CARE • COUNSELING 

• REPRODUCTIVE HEALTH EXAMS • HEARING AND VISION SCREENING 

• HEALTH EDUCATION PROGRAMS • MEDICAID SCREENING 



I give my consent for ^ « (name) 

(binhdate) to receive health and medical care, counseling and any 

treatment related to these services at the Beecher Teen Health Center, 

I hereby authorize the BTHC to release information in the patient's medical record for payment 
of insurance benefits to BTHC, 



Signanire of Pareni/Guardian Today's Date 



Address ^^^^^ 
I do not wish my child to have the following: , 



Mftchii^aB law docs not rtqtiirt p«rtntal consent or adrice for trtatment of dnig abu$«, alcohollcm^ sexually 
traasmittcd disease, prejnancy or eoncraccption. 

I under^nd that testing for blood borne diseases, tnehidint HIV (ATDSi. may be ptrfonned upon a patient 
without a separate writte:^ consent in tbe event that a health cart professional from B.103 or Molt Childrtn*s 
Health Center susuin exposure to blood or body (Uiids from the patient's open wound, perruonemis mucous 
Bicmbraae or occupational haard. 



O ^ Beecher Teen Heath Center. Parent Consent Farm, Ftint Mkhipn: Beecher Teen HeUth Center, a program of Mott Chitdfcn*s 



£ BsJjC Health Center, 1991 Reprinted with permisMon. ^ ^ 



HEALTH AND INSURANCE INFORMATION 

Teen's Date of Birrh: : Grade: 

Race: Sex: — 



Transportation to school (bus. walk, parents):^ 
Known allergies: 



Current medications: 

Chronic illnesses: 

Do you have a regular doctor or clinic? [ ] yes [ ] no 
If yes, please complete the lollowing: 

Doctor's name: 

Address: ■ 

Phone: ^ 



When was the student's last visit? 

Do you have health insurance? [ ] yes [ ] no 



Name of the medical insurance company: 
Address: 



pj^Qj^^, Subscriber's date of birth: 



Effective date: 
Card numbers: 



(Group Number) ^ (Contract Number) 

Do you have Medicaid? [ ] yes [ ] no 
If ycs» please complete the following: 

Card number , Expiration date: 

Name on card:^ , - 



V.'D 



CPO 1993 — ATTACHMENT IV. D. 3 
Sample Parental consent Form 



ERIC 



I grant permission for my child to enroll in the School Health 

Program. I further consent and authorize the Teen Health 

Center to provide treatment to (Patient's Name) 

(Birth Date) , including but not limited to, examination, lab 

tests, family planning services, medicines, as may be considered 
necessary in the judgement of the physician and health care staff. 
I further consent to and authorize mental health/ substance abuse 
treatment as may be considered necessary in the judgement of the 
health care staff. I understand that I can withdraw my consent at 
any time through written notification. 



DATE SIGNATURE OF PARENT, GUARDIAN 

OR PATIENT 18 YEARS OR OLDER. 
(Please circle the appropriate title. ) 



HOME PHONE NUMBER WORK PHONE NUMBER 

STREET ADDRESS CITY STATE ZIP" 

STUD.Wr MEDICAL HISTORY: 

Allergies, including reactions to medicine (if any) : 



Medical illness (past/present) : 



Current medication; 



Name of family physician (if any) 

Phone number: 



In case of emergency, please contact: 

NAME RELATIONSHIP 



Insurance information: 
Private Insurance: 

Medicaid Number: 
No Insurance: 



PHONE NUMBER 



COMPANY NAME 



Please drop off or mail to: 

The Teen Health Center provides high quality health care to 

adolescents and encourages involvement of teens and their families 
in the health process. 
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Condoms Available Through U.S. Distributors 



Ansel! Medical Products 
P.O. Box 1252 
Dothan, AL 36302 
(205) 794-4231 

Carter-Wallace 
Order Entry Department 
Half Acre Road 
Cranbury, NJ 08512 
(609) 655-6000 

Fin ley Company 

1 643 S. Research Loop 

# 140 

Tuscon, AZ 85710-6755 
(607) 722-3939 

Mayer Laboratories 
231 Fallon Street 
Oakland, CA 94607 
(510)452-5555 

National Sanitary Labs, Inc. 
4433 West Touhey Ave. 
Suite 402 

Lincolnwood, IL 60645 
(708) 982-1700 



Okomoto USA, Inc. 
18 King Street 
Stratford, CT 06479 
(203) 378-0003 

Saftex 

16101 Continental Blvd. 
Colonial Heights, VA 23834 
(804) 520-8341 

Sagami, Inc. 

8725 W. Higgins Road 

Suite 481 

Chicago, IL 60631 
(312) 399-1111 

Schmidt-Ramses 
City Center 
1819 Main Street 
8th Floor 

Sarasota, FL 34236 
(800) 827-0987 

Suma Trading/RIA 
3221 N. Figueroa Street 
Los Angeles, CA 90065 
(213) .'^22-9848 
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COMPONENTS OF A COMPREHENSIVE CONDOM AVAILABILITY TRAINING 

♦ Information about adolescent development and behavior. 

Adolescents* cognitive, social and physical development affect their sexual behavior and their 
likelihood of taking risks. Information about those developmental stages and the opportunity 
to reflect upon the challenges and Joys of working with this age group reinforce what 
participants already know. 

♦ Information about HIV/AIDS. 

Introductory information, often termed "AIDS 101," is necessaiy and should be reviewed. 
Topics include: the difference between HIV and AIDS, transmission, prevention and testing. 

♦ Information about adolescents' risics for pregnancy and all sexually transmitted diseases 
(STDs), including HIV. 

Pregnancy and STD rates are soaring in the adolescent population. Many of these STDs 
increase the risk of HIV transmission. The number of unwanted pregnancies in any school 
community can be a good indication of how much unprotected sexual intercourse is 
occurring. 

♦ Opportunity for participants to reflect on their own values and experiences to examine how 
these might enhance or interfere with this woric. 

Activities and discussions designed to encourage participants to honestly consider their 
personal feelings and values about issues related to sexuality, communication and condoms 
are important. If participants have the opportunity to "own" their feelings and values, they 
can determine how those factors might affect their work. With that knowledge, they can then 
decide how they can work most effectively. 

♦ Opportunity for participants to consider pressures students face today. 

Adolescence is not an easy time, and all adults can recall the difficulties and challenges of 
their own adolescence; giving participants a chance to do so might be helpful. In addition, 
however, it is Important to give participants the chance to think about the new pressures 
facing today's adolescents so that they can put HIV and pregnancy prevention In context. 

^ Information about effective counseling and communication techniques to use with young 
people and the opportunity to practice them. 

Talking with young people about Intimate issues of sexuality is not easy for most people. 
Having the chance to think about how to be an approachable adult who can communicate 
effectively with teens is an essential part of any training designed for those who will counsel 
students. Role-plays that allow participants to practice good listening and counseling skills 
are an effective tool. 

♦ Opportunity for participanU to increase competency in dealing with various racial, ethnic 
and gender groups. 

Students come from all kinds of racial and ethnic backgrounds. Male and female students 
have different needs and expectations. Participants should have the opportunity to reflect on 
cultural and gender differences among these groups and to move beyond a mere "apprecia- 
tion" for diversity. Rather, the training should provide the chance for participants to think 
about steps they c:an take to increase their competency In dealing effectively with students 
from all groups. 

♦ Information about the needs of gay, lesbian and bisexual youth. 

There are gay, lesbian and bisexual youth in all schools. They are often the most persecuted 
members of the school community because of society's sanction for anti-gay feelings and 
behavior. Participants need accurate information about homosexuality and the needs of gay, 
lesbian and bisex';al adolescents, as well as the opportunity to consider how they can act as 
allies to these stu^^iits. 



(Continued) 



COMPONENTS (continued) 

♦ Information about condom use/misuse and the opportunity to practice demonstrating proper 
condom use. 

A key component to any training designed for tliose who will actually counsel students about 
condoms is infoimation about proper use. E^ch participant should have the opportunity to 
handle a condom and demonstrate how it is used. 

♦ Information about barriers to condom access that young people face. 

In order to understand the rationale behind a school condom availability program, partici- 
pants should know the barriers to condom access that students face. Those barriers include: 
expense, lack of sites for free or reduced-price condoms, lack of confidentiality, embarrass- 
ment and others. 

♦ Opportunity to explore condom negotiation sicills. 

Providing students with condoms is, of course, only one part of a complex strategy for 
decreasing students' health risks. A condom is useless unless it is used. It is imperative that 
participants who counsel students have the opportunity to thlnkabout and practice teaching 
condom negotiation skills. 

♦ Opportunity to obtain Information and clarification about the school's condom availability 
policy and practices. 

It is a good idea to have a person in each training who is an official representative of the school 
to enswcr questions about the program. It is also helpful to provide a written document 
outlining the program and its procedures. 

♦ Opportunity to develop an implementation or work plan. 

It may l>e useful for participants to have some time to meet with others they will work with 
to design a reasonable plan of action. 

^ Information about appropriate resources for referrals and assistance. 

Many issues might come up in a counseling session: participants who will counsel should 
have information about where they can turn for help and where they can refer students. 

♦ Information about any record-keeping that will be required and its importance for process 
evaluation. 

Those participants who will be directly involved in implementing the program should be 
informed about the kinds of record-keeping they will be expected to conduct. 
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GUIDEUNES FOR INDIVIDUAL COUNSEUNG 

1. Applaud the student for taking responsible action in accessing the condom 
availability program. 

2. Talk with the student about his or her past contraceptive behaviors. What methods 
were used? Did he or she like the method? What problems did he or she encounter 
with the method? 

3. Reinforce that condoms not only lower the risk for HIV and other STD transmission, 
but also lower the risk of pregnancy. 

4. Discuss that while nothing but abstli>ence is 100 percent effective, latex condoms 
can be veiy effective when used correctly. 

5. Explain that a condom should be used with a lubricant such as a spermicidal foam 
to reduce the likelihood of breakage. Foam will also increase condom effectiveness 
against pregnancy to 98 percent. 

6. Tiy to uncover any history of latex or nono3gmol-9 allergic reactions. If the student is 
allergic to nonoxynol-9 do not suggest using foam or a spermicidally-lubricated 
condom. If the student or their partner is allergic to latex, two condoms should be 
used: the person with the allergy wears a natural lambskin condom next to the skin, 
covered by a latex condom. 

7. Demonstrate how to unroll a condom. If a plastic model is not available it is easy to 
demonstrate on two fingers. Explain the importance of putting on the condom before 
any penetration occurs. Demonstrate how the condom should be rolled down over an 
erect penis, leaving a small (1/4 inch) space at the tip of the penis in which the 
semen can accumulate ailer ejaculation (some condoms have a receptacle end that 
provides that space). It is also important to explain that, after sexual intercourse, the 
condom should be held at the base of the penis and the penis withdrawn before it 

• becomes flaccid. 

Discuss whether the student's partner is willing to use condoms. Have they talked 
about using protection? Tty to assess and enhance the student's level of comfort In 
negotiating condom use with his or her partner. 

Be open to signs of underlying issues that the student may need to discuss. Be 
honest if you need to refer the student to another source for help. 

Give the student a chance to ask questions. Assure him or her that you are open to 
answering anything you can. Watch your body language and facial expressions — 
adolescents can read people very well. 

1 1 . Relax and enjoy the interaction. Students know that you are human. They mostly 
need an accepting ear. 



Evaluation* Including needs assessment* Is a critical component for 
condom availability programs* A comprehensive evaluation that complements 
each phase of the program* firom the planning stages onward* can furnish 
information to doctiment the need for the program* track the Implementation 
process* summarize the effect of the program and siiggest avenues to strengthen 
or refine programmatic activities* 

The Importance of planning an evaluation up^front cannot be over-stressed. 
Because condom availability programs are both innovative and controversial* 
communities must substantiate need and prepare for opposition* position the 
program for support and compete for resources* Observers wlU expect to see a 
variety of results over time — proof that the program has succeeded* that the 
commimity supports it* that the primary business of the school is not in some 
way disrupted. To speak adequate^ to these issues* the evaluation plan must 
be operational ^en the program begins* 

This chapter covers t^e basic considerations for designing an evaluation 
strategy for a school-based condom availabilityprogram* It also addresses three 
]sxy issues: documenting the need for the program* anticipating evaluation 
during program planning and evaluation design* The Resource list in Chapter 
9 includes a section on where to get help with evaluation design and execution* 

I. EVALUATION APPROACHES 

Evaluation is a collective term for techniques and approaches used to 
characterize and assess program activities* There are basically three types of 
evaluations: needs assessments* process evaluation and impact evaluation. 
E^ch serves a specific function and should be undertaken at various times 
during a project A needs aseessment should be conducted vety earty in the 
discussion process to determine whether a problem exists in the community for 
which a condom availability program could be part of the solution* At a slightty 
later time* planners may need to gather additional information in order to 
develop the program. Needs assessments can also provide baseline data to later 
assess impact. 

A process eTalnation should be conducted the first or second year of the 
operation* It provides the opportunity to assess the quality of services provided 
to students, while simultaneous^ monitoring the day-to-day operations of the 
program* It is important to imdertake an Impact eralnatton oviy after the 
program has been operating for several years* as time is needed to establish a 
clientele large enough to measure the impact of a program. (See "Getting Help 
with Evaluation** in Section V for more information about professional assis- 
tance*) 

n. ESTABUSHING NEED FOR THE PROGRAM 

Documenting the need for a program serves a variety of puiposes. It 
provides a foundation for planning* identifies pockets of support and opposition* 
raises new questions or considerations that can ultimate^ strengthen the 
program and yields baseline Information on the current status of the youth 
population and community* The assessment of current circumstances and 
needs can be conducted simply to address the particular goals of planning the 
condom availability program or it can be broadened to comprehensively address 
adolescents* health status. 
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The goals of a needs assessment are to determine whether there are 
adolescent health problems in the community, what resources are available to 
help with those problems and vdiether these problems could be addressed by 
comprehensive sexuality education and sexually transmitted disease (STD)/ 
HIV/pregnancy prevention programs that include condom availability in the 
schools. 

A needs assessment takes time but is worth it Information gathered during 
this process will allow the community to assess: teenagers* difficulty accessing 
information and health services, commtmity attitudes toward school-based 
solutions and the allies and opponents of condom availability. A needs assess- 
ment should provide sufficient information to guide plaimers in designing an 
effective program. 

One of the first tasks is to gather state and local statistics on the prevalence 
of adolescent pregnancy and STD/HIV infection. The state department of health 
and the Bureau of Vttal Stattotics should have this i>iformation. listed most 
probabty by state and coimty rather than by local school imlt. While recent data 
is important, one should also look for trends. Are the rates going up or down? 
How does the community look relative to others in the state or in the nation? 
Racial differences in pregnancy rates have been well-documented and should be 
taken into account in doing an assessment and in mflking comparisons. 

Local sources will have data that is probably less accurate but important 
in building a case for condom availability. How many pregnancies are known to 
the school principal, counselor, social worker or school nurse? If the school is 
not already keeping data about whether teens drop out of school because of 
pregnancy, this is an appropriate time to b^gin such data collection. If there is 
a peer program in the school that focuses on teen health Issues, the peer 
educators can be asked how many pregnancies are known to them. The local 
health department &mtty planning dinlc and HIV/STD testing sites should 
have statistics about the number of adolescents who use their services and what 
percentage of teens* test results indicate they are infected and/ or pregnant. 

There are many methods of gathering information from diverse sources and 
each has a specffic usefulness. At the very least the needs assessment should 
include one method that accurate^ and objectively summarizes the viewpoint 
of a population and one that provides more detailed and specffic. albeit " 
subjective, information. Respectively, survi^ and focus groups provide Just . 
that. These two information gathering techniques are summarized below. 

B. Survmys 

Conducting surv^ requires professional knowledge about design, sam- 
pling and analysis. A graduate student or professor at a local imlverslty might 
offer assistance for a reduced fee or in exchange for access to the data for their 
professional use* 

Conducting a student health survey also helps illustrate the need for 
condom availability. In most school districts, a surv^ will require the approval 
of the superintendent or administrator. If that is not forthcoming, survey teens 
enrolled in community-based programs or at places such as shopping maUs. 
cinemas or recreation centers* In a small community or in some neighborhoods, 
those conducting the needs assessment may be able to Identify the local 
**hangout* and distribute questionnaires there. 
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Results based on this type of sampling cannot be portrayed as representing 
the entire student body but with some effort to reflect the racial, ethnic, gender 
and class differences of the student body, they will be helpful. 

When surveying students, it is important to ask not only questions about 
whether th^ are sexua% active, how consistently they' use protection and what 
information th^ have about pregnancy and disease prevention, but also about 
their attitudes and values. The survey should ask specifically about condom 
av&llability (which stores, where in the store, etc.) and barriers to use (cost 
embarrassment etc.). Also, the survey should ask whether students know they 
can buy condoms and other contraceptives without parental consent 

The survey questionnaire might also include questions on a variety of 
health areas, including access to health services and insurance, use of health 
services, health problems or concerns (including mental health problems, 
nutrition and exercise) and risk*taking behaviors such as unprotected sex or 
substance use or abuse. The surv^ should also obtain background or demo- 
graphic information to identify which groups of students are most in need (e.g. 
information about gender, neighboihood, age, ethnicity or fSEunify income). It is 
essential that participants* anonjmiity be guaranteed; surv^ors or interviewers 
should not know interviewees, not ask for names and should conduct the survey 
or interview discreetfy. 

Although parents have less information about students in some areas (e.g. , 
risk-taking behaviors), they have more knowledge of other types of information 
(e.g., availability of health instirance and access to health care providers). Thus, 
a survey of all parents (or a representative sample of parents) may useftdfy 
supplement the student survey. 

If parent surveys are to be reasonably representative, parents and guard- 
ians need to be accessed directiy. Do not rely on sending surveys home with 
students. Mailing surveys is the most cost-effective means of gathering parental 
opinions. If you choose this route, however, understand that only parents who 
are motivated to return the survey will do so, yielding biased results. This is also 
a problem in areas with low adult literacy rates. Telephone interviews require 
more staff time, but generate less biased responses. They exclude families with 
no phone service. Door-to-door interviews are the most costfy, but reach the 
widest range of parents and adults in the conmiimity. This method, however, 
requires a larger number of interviewers, time and transportation arrange- 
ments. A combination of approaches will often yield the best results. Telephone 
interviews can augment mailed surveys. Door*to-door approaches can be used 
in segments of the conmnmity that are hard to reach. Generally, a more diverse 
population will require a more diverse set of survey approaches. Take care to use 
survejrors and other adults who are acceptable to each community. 

Finalfy, parents can also be interviewed at malls, groceiy stores or other 
public places. Face-to*face interviewing strategies require time to collect data 
and help from experts in planning the approach and training the interviewers. 

C. Focus Groups 

Another way to gather information is through the use of focus groups. Focus 
group research consists of a series of structured discussions on a specific topic 
or issue with a small number of participants led by a moderator. Focus groups, 
a mainstay of market research in private industiy, provide an easily accessible 
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way to collect qualitative information about how a specific audience perceives a 
topic, program or product The discussicm format can result in a friendly, 
trusting atmosphere that encourages perscmal discioamres and allows commu* 
nication among pcuticipants that is not available in smvcys. 

The ideal group size ranges firom six to ten participants who are homoge- 
neous with respect to a chosen set of background dlMuracteristics. As a guide to 
selecting homogenous groups, consider wt^di Isey s^^nents of the community 
will be concerned about or affected 1^ the program. For example, students, 
parents, teachers, school administrators and heahb professionals represent five 
distinct segments of the community. Genemte focus groups from each segment. 

The researcher also needs to consider groups made up by demographic 
characteristics such as gender, race or school catdhment area. As one makes 
groups more specific and homogeneous, however, an ever larger number is 
needed to represent the community. To get the best possible overview of 
community response, conduct two to four groups with each key segment of the 
popiilation. Schools, commimity groups, health oiganizations and parent 
groups can identify participants. As suggested above, community-based 
organizations, peer programs and sites where youth gather provide access to 
yotmg people if the school is not willing to cooperate. 

Once the participant audience has been identUled, develop a focus group 
protocol: a list of questions relating to the basic tcqpic or area of concem. A good 
strategy is to start with general questions, move to more specific questions 
(including those that are most controversial or dlBkruk to answer) and end with 
questions that stimulate simunaiy discussions and conclusions. For example, 
begin with broad questions on reproductive health Isaues and adolescents; move 
to questions specifically related to risk-taking hckmfiors and prevention strat- 
egies (including condom use); finish by determining what strategies seem 
appropriate to the participants and imder v^t ccmdttkms they would find them 
acceptable. Ihe protocol for each key segnfenl of your popiilation will differ 
based on the type of information and expertise each has to offer. 

~ At the outset of any focus group, the moderator abould specify the purpose 
of the group, make introductions and cover k)glstlcs (including consent proce- 
dures), assure confidentiality and lay out any ground rules. 

During the session, the moderator poses qiiesUms and encourages discus- 
sion in as unbiased a maimer as possible. If more than one person conducts the 
focus groups, the moderators should be trained to administer the protocol 
consistently. Moderators should strive for a responae from at least three different 
people for each question, probe for deeper clarity when appropriate and curtail 
discussions that become tangential. The moderator abould make certain that 
one person does not dominate the discussion and should help the group avoid 
falling into debates. The moderatorshouldnottake notes and. If possible, should 
not be responsible for the record-keeping system. 

Logistics are critical to successfiil focus groups. Choose a setting that is 
comfortable and accessible to the participants, where the room can be struc- 
tured to facilitate open communication (a circle of dialrs or desks, or a large 
meeting table). Select a time that is convenient for the group. Students can 
sometimes meet during school hours or, more Kkdy, directfy after school; 
parents may prefer evenings or weekends. Serving iS^gfA refreshments enhances 
the informal feeling. Time the group so that it runs between one and two hours. 
If the session gets too long the quality of the responaea will suffer. 
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Use audio or video cassettes to record responses. Once the focus groups are 
completed, the tapes must be transcribed for analysis. The main method 
Includes comparison of responses and counting the number of similar refer- 
ences (content anatysls). The more simple and brief the focus group protocol, the 
easier It will be to analyze the data and develop conclusions for each group. 

Use the Information from focus groups to develop the program, to assess the 
progress of the program and to provide guidance for developing more quantita- 
tive approaches, such as surveys, which can be used with a larger number of 
people. 

Most organizations will need help In designing a focus group plan. Included 
In the Resource Ust (Chapter 9) are suggestions on where to get help with 
evaluation In general. Additional resources for conducting focus groups can be 
found In the business community, particularly In the areas of advertising and 
market research. Although the organizations listed might not be familiar with 
health Issues, they can help coalition members gain a better understanding of 
how to use focus group research and can help with planning and logistics. 

in. CONSIDERING BROADER HEALTH ISSUES 

Establishing that the community has a problem with HIV/STD Infection 
and teen pregnancy Is the very minimum needs assessment that shotdd be 
conducted to demonstrate the need for a condom availability program. If at some 
point the school or community plans to consider a broader range of adolescent 
services. It might be useful to esqpand the needs assessment beyond STDs« HIV 
and pregnancy and examine broader Issues of student health and well-being. 

The Center for Population Options' (CPO) School-Based Health Centers: A 
Guide to Implementing Programs suggests collecting Information about the 
following topics: 

A. Health Problems 

How prevalent are health problems among adolescents in the community? 
In addition to gathering the rates of pregnanqr. birth and STD/HIV infection, 
determine the following: 

♦ How many adolescents have acute conditions (illnesses of a short 
oaration)? 

♦ How many have chronic conditions (Illnesses that persist)? 

^ How common are risk-taking behaviors such as alcohol and drug 
use? 

♦ What is the school absentee rate? How much can be attributed to 
Illnesses? 

♦ How frequently do adolescents rely on emexgenqr room visits In area 
hospitals? 

♦ How common are acts of violence committed by and on adolescents? 

♦ What are the mortality (death) rates and Incidence for vehicular and 
non-vehicular accidents? 

A How many students suffer >m eating disorders, from diet 
deficiencies? How many are under or overweight? 

♦ What are perceptions of the norms, such as how^many students do 
they think are having sex, using condoms.*etc.? 
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B. PsychosocM Problems 

♦ How prevalent are psychosocial problems among young people? 

♦ How firequentty do young people seek help at local mental health 
£aicilities for stress, depression, loneliness or suicidal feelings? 

^ How frequently do counselors, teachers, social workers notice these 
conditions among students? 

♦ Does professional training include how to recognize these problems? 
^ How often are famity problems, including physical and sexual abuse 

and parental substance abuse, identified by school counselors or 
social workers? 

♦ What is the number of outpatient/mental health/ substance abuse 
visits made by teens? 

♦ What is the teen suicide rate? 

C. Health Information 

♦ Does your school district have a K- 12 health curriculimi? How 
comprehensive is it? 

^ Is information about various health conditions available somewhere 
in the school? Nurse's office? Coimselor's office? library? 

> Do students know how to find answers to health questions? 

^ Do students know how to find resources to meet their health needs, 
both at school and in the commtmity? 

D. Health Access 

To determine where adolescents can access medical resources, consider 
the following: 

^ Are family plaiming and STD clinics readily accessible to teens both 
in terms of location and hours? 

♦ Do teens know that they can receive health care confidentially? 

^ Is there a school nurse? How available is the nurse? What services 
can the nurse provide to students? 

♦ What percentage of students has a family doctor? How many would 
use the family doctor for reproductive health needs? For substance 
abuse issues? 

^ Are doctors, specialists iii adolescent medicine, clinics (private and 
commimity), emergency rooms, mental health and substance abuse 
practitioners readily accessible to meet the needs of teens? 

^ What is the average waiting time for an appointment with any of the 
providers listed above? 

^ How many students are eligible for Medicaid? 

♦ How many students are covered by health insurance? 

^ Has the federal government categorized the region as a medically 
underserved area or as an HMSA (health manpower shortage area)? 

^ Docs the commimity have limovattve programs designed to meet the 
health needs of teens? Other iimovative programs for teens? 

^ What are the gaps in the health care deliveiy system experienced by 
students? 

^ Do students make their own appointments or do they need to ask 
for a medical card, nimiber or form? 
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E. School and Community ConsldentlonM 

♦ What Is the drop-out rate? 

♦ What are the reasons students drop out? 

♦ What is the grade-to-grade failure rate? 

<^ What percentage of students Is not at grade level? 

♦ How many students are suspended fix^m school becaus e of fights or 
violence? Because of substance abuse? Because they are carrying a 
weapon? 

♦ What is the crime rate in the conmiimity? Among teenagers? How 
many young people are arrested? For what? 

♦ What is the poverty rate? 

♦ What percentage of teenagers lives in fieunilies with income below the 
poverty level? 

♦ What percentage of students lives in single parent households? 

♦ What is the unemployment rate for adults? For teens? 

♦ What percentage of students lives on the streets or in families who 
are homeless? 

< How many students have Englioh as a second language? 

Some of this information is readily available firom the schooU the police 
department and community health and social service agencies. Some is avail- 
able from county or state departments of education, health or human services. 
Some will be harder to research. Other Information sources include local 
agencies (police* social services, etc.), local foundations and research firms. 
Sometimes community-based organizations and youth-serving agencies have 
already jB^athered these kinds of data or can provide you with appropriate leads. 
If all dSK^ falls, survey local experts in these areas to get their opinions on 
problems when facts are lacking. 

It is not necessaxy to gather every piece of information suggested above. 
What is necessary, however, is sufficient information to make the case that the 
goal is appropriate to meet the needs identified. Although proponents may have 
decided in advance that a condom availability program is desirable, imless there 
is a demonstrated need for such a program, chances for success are slim. 

After gathering this data, identify the general problem areas, such as 
barriers to condom use or inaccessibility to health care, and generate possible 
solutions. Keep in mind the perspectives of the administrators, teachers, 
students and parents involved. The goals and objectives necessary for program 
plarmlng may become apparent or may be generated from this earfy needs 
assessment. 

IV. GOALS AND OBJECTIVES: THE DRIVING FORCES 
BEHIND EVALUATION 

In reality, evaluation design is dictated by the program plaiming process. 
During the early stages of program plaiming, while crafting the goals and 
objectives, determine the evaluation potential of the program. Those program 
objectives should provide a road map for the process and impact: evaluation 
design. Therefore, it is imperative to set clear, measurable goals and objectives 
for any condom availability program. These should be clearly written, and ways 
of measuring the services and impact determined. 
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Setting attainable goals to obtain measurable objectives is critical to the 
success of the program. Chapter 4 describes a goal as "a long-term planned 
accomplishment for a program/ Make the goal statement broad to encompass 
all aspects of the project. It is important to distinguish between a goal- which 
is realistic, attainable and measurable— and a vision (or mission statement) 
which represents the ideal toward which the program aims. 

Consider the experience of adolescent pregnancy prevention programs. 
Over the past two decades many pregnancy prevention programs have specified 
a measurable reduction in pregnancies as their goal. Teen pregnancy is 
associated with a wide range of variables, most of which are completely out of the 
control of programs. A variety of changes on the part of individuals and society 
are required to reduce these rates. Even if all factors could be isolated and 
accounted for. collecting all the information necessary to determine whether any 
change has occurred can be nearly impossible. 

A more workable strategyr is to identify the reduction of unplanned teenage 
pregnancies* as a vision or mission statement Programs would then select goals 
that reflect changes in education, awareness, attitudes or specific interim 
behaviors (e.g., postponing sexual intercourse or increasing the prevalence of 
contraceptive use). 

The same principles apply in selecting a goal for condom availability 
programs. Choose a goal that is both relevant and attainable. Instead of 
planning that condom availability will reduce the rate of spread of HIV among 
the adolescent population over the next five years, plan to increase the 
acceptance of condoms within your community or the number of adolescents 
who have access to HIV prevention education and skills development. 

State objectives clearly and include aspects that are measurable. For each 
objective, ask: "What does this objective really address and how will we know 
when it is fulfilled?" The answers form the building blocks of an evaluation; they 
suggest both what should be measured and what type of method is appropriate. 

A. Process Objectives 

Process objectives usualfy describe the number or duration of specific aspects 
of the program. Some examples a^^^e: 

♦ Ten faculty or staff members will be recruited to counsel students 
about sexuality and condom use by October 15, 1993. 

^ Condoms will be available five days per week during the school year, 
including teacher work days, but excluding school holidays. 

♦ All 9th-grade health curricula will cover proper condom use as part 
of the HIV prevention component, starting with the fall semester of 
the 1994-95 school year. 

If the objective does not specify what should be measured, consider its 
purpose for helping to meet program goals, then re-work the objective so that it 
does specify what should be measured. 

For process evaluation data, forms can be developed to record most of the 
information one will need. Simple forms can yield powerful process evaluations: 

Timelines. Use planning calendars or charts that plot program activities by the 
week or month to compare the actual timing of activities to the original plan. 
Document events that constrain or facilitate the program. These stumbling 
blocks or windfalls will be Important to others considering the process. 
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Dally Activities Logs. Logs are useful for collecting counts of students, 
condoms provided and types of counseling provided by individual school*based 
condom availability program staflf. See Attachment B.l for Philadelphia's log 
form, which illustrates one approach to collecting this type of information. 

Field Notes and Reports. Field notes provide a convenient system for gathering 
information from individuals who are working directly with students. Keep them 
in diaxy format or develop forms to standardize the process. Keep forms In one 
file for easy access. Periodic reports on the progress of the program should be 
prepared, filed for reference and submitted to a supervisor. Field notes are also 
useful for gathering qualitative anecdotes about the program. 

B. Impact Objectives 

Impact objectives focus on the effect of program activities. These objectives 
should state what the program will do for or with the target poptdation — in other 
words, the outcomes to be produced by the program. Examples arc: 

♦ All 9th-graders will be able to demonstrate proper condom use at 
the completion of the HIV prevention component of the health 
curriculimi. 

♦ Ninety-five percent of enrolled high school students will know three 
adults from whom th^ can request condoms, as of November 1. 
1993. 

♦ Twenty-five percent of the school population (which represents 
approximately 50 percent of the youth engaging in sexual 
intercourse in this school) will have requested condoms by Jime 15. 
1995. 

As the objectives are reviewed, make adjustments that enhance their 
usefulness for collecting information. A good objective will answer: "who. what, 
where, how. when and why." 

V. DESIGNING THE EVALUATION STRATEGY 

Evaluations should be part of program design, along with the development 
of implementation strategies. 

A. Steps to Evelumtlon 

The four steps for planning an evaluation include: 

♦ decidirig what to measure 
^ collecting information 

^ determining the meaning of the information obtained 

^ using that information to inform future decisions. 

Step #1: Review ObJectiTes; Decide What to Measure. The most critical step 
is creating the evaluation design. Without it data are meaningless. Consider- 
ations for measuring the impact of a program may include: the number of 
students who use the program; numbers of condoms provided over a specific 
time period; condoms per user over time; changes in reported behavior; changes 
in knowledge, attitudes and values of the student population and. possibly, of 
the surrouncUng community. 

Construct evaluation objectives based on the program activities. Use a who. 
what. when, where, why and how approach. Who is involved — which youth, 
which teachers or school staff, what outside groups? What is happening? When 
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do activities take place; where do they take place? Why are things happening or 
not happening? How are aspects of the program ninning? How are they viewed 
by kqr groups? 

Step #2: CoUeettng iiifonnation. There are two basic considerations after 
identifying the type of Information to collect how to get it and when to get it It 
is Important to collect data when an event or activity actually happens. . 

Samples 

Collecting Information from everyone within the program population is 
ideal. In most cases, however, there are too many individuals to reach. Samples 
provide a means for representing the population in a smaller group. Samples are 
usually drawn to reflect the same proportions of a set of population character- 
istics. Thus, if your parent population is 70 percent female and 30 percent male 
those percentages should be similar In your sample. 

Several methods of selecting samples exist. In a rmndom sample, all 
individuals in the population have the same chance of being selected. Choosing 
names of parents from a hat produces a random sample. Sometimes small sub- 
groups are OTer sampled. This simply means that you select a greater proportion 
of a sub-group so that the responses can be anafyzed more readily. Other 
samples are biased by the selection technique used. For example, a conve- 
nience sample consists of people who are at a particular location where you have 
access to them. Interviewing parents at a mall or groceiy store is an example of 
convenience sampling. Because many people choose to shop at locations near 
their homes, the sample will be biased towards more local residents and against 
people from other areas of the commimlty. Random sampling strategies can 
become very complex and require expert help. Many of the biased methods, 
however, can yield worthwhile information and should not be discounted. 

Baseline Measures 

A baseline is a measurement that Is taken before the program or a specific 
program activity has begun. Baseline information is used to characterize what 
exists before the program begins. The here is to gain a standard for 
comparison. The methods for gathering Information described throughout this 
chapter apply to collecting baseline data as well as other kinds. 

Again, use the identified objectives as a guide. If the objective is to teach all 
students the proper use of a condom, first determine if anyone within or related 
to the school system is providlngthe same information. If so, how many students 
are reached? Have they retained the Information? Is the information acceptable 
to them as presented? How many students can already demonstrate that they 
know how to use a condom? 

Baseline information is helpful In designing program process and impact 
evaluation strategies. If baseline data suggests that every student has this 
information, that fact can not be attributed to the introduction of the program 
and the objective should be adapted. 

Comparison Groups 

Just as baseline measures describe a population or situation at the 
program's outset, comparison groups allow tracking of changes due to the 
program versus those due to changes in the social milieu. Comparison groups 
are made up of individuals who are similar to the target population but are not 
exposed to the program. Select comparison groups using the same criteria as 
used for the target population: age, grade level or school. While no two groups 
are identical, the goal is to try to minimize differences. Randomly dividing all 
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classes Into groups and providing sexuality information to only one group allows 
the researcher to compare groups in order to ascertain the effectiveness of the 
sexuality curriculum. If different teachers provide this information to the 
different groups, however, it may be more difficult to Judge whether the 
curricultun. the teacher or other factors affected the students' sexuality knowl- 
edge. CPO strongly advises you obtain assistance when adding a comparison 
group study to your evaluation to insure that the right comparison group is 
chosen and the appropriate stucfy design is used. 

Methods of Data Collection 

Evaluators commonly refer to quantitative and qualitative data. Quantita- 
tive methods include tests, survqrs and written questionnaires. These methods 
are most useful when evaluation questions ask how much, how many or to what 
extent Qualitative methods immerse the observer in the subjects' situation to 
gain a better understanding of how and why they think, feel and behave as they 
do. There are benefits and limitations to both approaches. 

Qualitative approaches are biased by the viewpoint of the observer; they are 
most often used with individuals and small groups to assess whether programs 
arc on the right track or to solicit concerns for future surveys. They allow one to 
formulate appropriate questions or approaches and field notes that addi^s 
perceived concerns. Focus groups and observation are examples of qualitative 
methods* 

Quantitative approaches can gather large amounts of Information from 
various segments of the population* Due to the cost and complexity of quanti- 
tative methods, one needs to be fairly certain of the breadth of information that 
already exists in order to feel confident that what is investigated is Important to 
program objectives. Surveys and counts are examples of quantitative methods 
of gathering data. 

These two approaches can complement each other. Most program evalua- 
tions include both qualitative and quantitative methods. Both are useful in 
process and impact evaluation. 

Collecting information need not be burdensome tf the appropriate systems 
are planned ahead of time. Have tools or systems prepared and appropriate 
individuals designated to collect and store information* 

The method u sed for collecting data is determined by the type of Information 
desired, ff one wants to collect data from a large numbers of respondents, a 
survey is a very effective method. Survqrs. interviews and focus groups can be 
used to gather information fit>m a small population or from representative 
samples of a larger population. Focus groups can be used even when the 
participants cannot be selected randomly so that they represent all segments of 
the population. Focus groups are particularly useful in identifying the range of 
attitudes and beliefs that exist in a population before a broad investigatioii is 
conducted. 

To ascertain that specific skills have been learned, observation is an 
excellent technique, but must usually be limited to small numbers because it is 
very tlme-consimilng. Knowledge can also be examined in larger groups using 
surv^ techniques. 

Step #3: Analyse the Collected Information* Data analysis provides a 
summary of the information gathered, illustrating the overall picture and 
allowing for comparisons of data from different groups within the target 
population. 
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Process measurements can often be assessed by comparing expectations 
and actual program activities. Compare field notes with the program plan and 
record any changes in the plan and the reasons for those changes. Pay particular 
attention to the outcome of the training exercises, the conclusions of group 
discussions — anything that will help Improve the program and continue 
program activities. Ways to present data include summarizing participation or 
use of service figures and noting growth or attrition among the number of 
participants. Comparing timelines, work plans and budget projections to the 
actual dates, sequence of events or expenditures is also helpful. 

Analyzing the effect or use of a program often involves statistical ap- 
proaches. Whenever possible, simple forms of analysis, such as counts or 
percentages, are best For example, count the number of condoms provided each 
month of the program or track the percentage of males versus females who 
request condoms. 

These measures can be divided into groups based on the characteristics of 
your population (gender, grade level, race. etc.). This allows for ease of interpre- 
tation and use of summary findings. Also, simple measures are easier for 
existing stafifto collect, analyze and maintain. For more complicated analyses, 
most programs will need the help of a trained evaluator. 

Step «4: i^pl7 the Informatioii to Modifjr Aethrltles. Data are only useful 
when used. The evaluation information can be used in a variety of ways. 
Evaluation is Important to fimders and supporters, because it demonstrates the 
results of their investment and reinforces the importance of the program. 
Evaluation is also Important for the community, ^ere the results can attract 
increased support. Most important^, evaluation guides program development. 
The information gathered through the evaluation process enables one to both 
monitor the programs* strengths and weaknesses and visualize ways to improve 
or redirect program efforts. 

Results can also be developed into articles, reports, publications and press 
releases to increase community awareness, not orify of the importance of 
condoms in preventing the spread of HIV. but also of adolescent reproductive 
health issues. E^valuation results that never get used are a waste of time, money 
and ejBfort Make your evaluation simple, attainable and usable. 

Process evaluation can help redirect the program in midstream. Do not wait 
until the program has been completed to find out that all of the planned 
components were not Implemented. Review the original plan as the program 
develops to discover how close it is to the actual implementation and to 
determine what should be done about discrepancies. Changes in the original 
plan can have a positive efiect. especially if that change is responsive to needs 
that may have been overlooked or unnoticed in the original plan. 

The summary information fi^m the analysis will help program planners 
redesign aspects of the program to be more efiicctive. This involves reassessing 
program plans. If one of the program's goals was to reach youth with limited 
access to condoms, and it instead attracted teens who were already using 
condoms, plaimers must consider alternative ways of reaching the targeted 
audience. Research results may lead to changing various aspects of the 
program. 

The impact of a program cannot be measured until several years after the 
program begins. An impact evaluation should examine whether the program 
implementation plan has reached the target population as outlined by the 
program objectives. Specifically, have pregnancy or STD rates in your commu- 
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nity gone down, showed a slower rate of increase than at the baseline and so on? 
Is there improvement In other health indicators? Are more students delaying the 
age at which they have intercourse? Arc more students using a condom at first 
intercourse? At every intercourse? Are they using it correctly? Of course, other 
effects may be seen and should not be ignored. 

VI. GETTING HELP WITH EVALUATION 

There are numerous reasons for getting help with evaluation plans. A 
professional evaluator can draft a plan, review plans for oversights and incon- 
sistencies, help design a survey, select samples and analyze collected data. 
Program staff who are untrained in evaluation need help understanding each 
step of the process before beginning to plan the evaluation. Funding sources 
often ask grantees to conduct a more precise evaluation than they are capable 
of doing. Rigorous evaluations require money, time and thoughtful preparation 
with the expert help of a trained evaluator. Whatever the research needs, help 
is available if one knows where to look. 

A. Written Materials 

There are a variety of books on evaluation. Many organizations and individuals 
have developed stcp-by-step guides to designing evaluations. A few are listed in 
Chapter 9 of this guide. A vast number of textbooks are also available. The local 
college or university library or social sciences, p^rchology, education and public 
health departments can provide resources. People who conduct applied research 
in the social sciences as well as funding institutions ftequen^ have simple 
written materials to guide evaluation planning. 

B. Teclinical Assistance 

If outside experience is needed in evaluation, help might be found at a local 
college or university. The social sciences, psychology, education and public 
health departments can provide information about whether a professor or 
student can help with the project The kind of help available will vary greatly, but 
one can increase the chances of getting help by asking earty in the planning 
process. Often, graduate students, eager for real experience, will work for fees 
much lower than those charged by professional evaluators. Sometimes one can 
arrange to let the student use the data for a thesis or a dissertation in exchange 
tor the evaluation work. 

In addition, there are a number of organizations that may be able to help 
with different aspects of the evaluation. Local youth-serving agencies and public 
health organizations may provide leads within the commimity. 

Whether working with a graduate student or a seasoned professional, 
preparation will help communicate needs clearly and gain the best results. The 
process should be started in the early stages of program development. At the 
minimum, contact should be made three months in advance of when the first 
stages of evaluation will begin if one is looking for anything more than cursory 
assistance. 

Be clear about the kind of help sought. If there is a plan in development, 
perhaps all that is needed is someone to critique it and be available for informal 
consultation three or four times during the evaluation process, ff one needs help 
in designing the questionnaire, calculating the sample size and analyzing data, 
that needs to be clearly articulated. The evaluator will want to know how much 
time the project will take and whether or not he or she will be paid. 
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If the planning committee is unclear about the steps — and therefore the 
time required - have a full discussion of what is sought from the evaluation at 
the initial meeting. If planners are vague, and tasks keep getting added, 
volimtecrs may feel compelled to withdraw from their commitment; paid 
consultants will need additional funding beyond their initial cost estimates (and 
probably outside budget projections). Finally, help should be acknowledged 
often and publicly, as a regular part of reporting to flinders, the community and 
agencies involved. 

CPO offers training and technical assistance to groups implementing their 
programs. Staff at CPO can answer questions about the evaluation process and 
help in developing evaluation plans. 
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CPO 1993— ATTACHMENT V.A 
»repes*d Bvaluatioa 91mn, M«v York City 



L EXECUTIVE SUMMARY 

Thg grawMH ineMgae e of HIV mfrrtinn *ttA ATHg «ninii| ttrfti^ «Xr4>yHW|t « «firf yywg Mfnttf 

l«lcdiDwyobic oui tDfecD«B«th«tailliod«of arin i r^ 
drm«tfcimtMt««ttctteedcd to present ith^ 

with HTV. While aaagr oonanaiif^Mied ocgniizMioiB «ad aodal lervioe a|eacks h««e begm 
huepitinf AIDS pieicBtioa wf mm too thdnwdc with youth. i«i whifayinnt peopU ^^^^ 
targeted through semal niii media crnipaltm. adHdoad tetcrwtiow «■ needed » meet thk 
chaOeafc 



la mpoQte. the New Yoik Otj Bond of Educatkia piHed Scbod Chancdlar JoKoh P. 
Feraandc's Expended HTV/ATDS Tnitiarwe: a ptopam to enha»» edaaritMi mv/AlPS m jr ifn 
K^ZandtoaukecondoMavaiiabtetoaflnifwtnitimaHofNey YorieOt^ 
10 h^ sefaooi piofnM. Ths initiatiie it the laq^ lin^ AIDS ptmeatioa {TOfcam for joo^ 
1 — |-fr in rhr Vntfrri '?nrn ind ttiH iirr u ■ landiil fhr ittiihI ii ImhiIi ijiti iim i i mmmIi liiig, imkiin 
coodouB available within their achoob at wefl. Ai audi, tUi piQpmi aeedi to be riforaol^ 
evahiated ficy iti saoee» a hdpiaf yoitag peopfe U> ccdaoe thev liik of 

Mote spedfieattf, an cvahiation is needed to dnmrncnt the proces of ia^letneatn^ the 

iMOpaminutfamhi^ieho<y»aiidtnenmiiieitti^^ ^♦^^u^' 
riikheh«iar— d w ' i' «.»K mh#^ ^ M^y^^^^^^TJa^ Tlffif TTTt^^ BeCMMtfae 

pragm lia* created imenw poltiad coimwm y , a cdtieal "■-^'' ■'"ri of the enteioB ii to 
d o gnnmt how theie debaf faflneace ptofw i i np i rm i l UMhA It wll alio 
edditiaoal w ao ure e i *iTn<i'?!i i ii» to aore saccarft 




TbeAcadeayfor Fdw a iinnai D e f cfci| »w ia ^»nonpto a 
ofeinerieiice«hdpiBy«chQolttn Ii i ip ii u iie ^ 

the Hunter GoOege Center on AIDS. Dni|i and nwiaeiinHj BaaUfa and the Health Stadia 
Depanmeat of New Yoric Univoaity have defeloped a """■r" ''""r!" evduate deri^ to aaat 

p'^TT"'^ "hunli nfBriih piiHtr hnlrti nfflriili anrl nthrn In iiB w i i i n iuifjiiim niaiUmu 
about this nidative. A conaortum of thoc tfaiec o r |Miiiiinm Wifl catiy out the ewahiatioa 



llie evahiBtioQ aeds to annwr the IbDowing e%fat tpienjooK 



L Imnaet on MlT^lff Does a Khool-faaMd HIV7A2DS edacatioo piosram whicfa iodudea 
ooodoffl andafailiQr(^ Fiofraai'^ lead to ehantei in sennl aiid dn^ beh»^ 

2. Imoaet on CommunwMfw^n Does the Ptoftam kad to chaogn hi patterat of oommaicatiaD 
about somaitty, AIDS, drags, and oondoos between students and tfadr peer^ scmal pattaea, 
teacheESt ^larrnn and other adults? 

3. School QIiMte. Does the Ptograni conuib ute to changes fa the sdiool*« social awhuuiu e ii t and 
notaathc aititades idated to AIDS, dnig^ seiualiQr and oondons? 



4 tatamJnSCsisat Do difiGereat Ms of pcogram intensity lead to dlEBnentouieQaMs in stndantt' 
dsk behafior, pattern of mmmiinir atiDn of in the achool ca v iiuuuieui ? 

5. Jmpaa on Dgfewtt Gre nm of Studenti. Does the Program dfffiffrmiatly engage or hawe a 
diOerenc inipect on varioui froapa of stiideats(e.^ age. gdoder rarrHhnir group or levd of xisfc 
behavior)? 

|^(^" Summarized by The Academy for Educadonal Development, reprinted with permission. 



6. Tnmnf nil pMfe»g"t Tvpa of Sehooh. Doo Pn^na luve a diCEeim impaa ia diSieteBt 
school settittii (e^ afarirmir, vootiooai or alteraative scfaooii)? 

7. ^ftini InflTTam Hdwdoc»poHtieaUadia!nirtiati<c.p«cnt«lcoBBnuni^ 

influence itt mpkaoitatiaa? 

8. Wedge for QtfKT Qt^^VHS^ Docs the pcofnm scm IS « wedfc for studeott to ra^ 
ooocenis Bbout hnhh ud tfmr^^**y in the icfaooi? 



To auwcr thcM quwrionii the rini io rtiuni win cany out the actmtiet, summannl below: 



1. lime ciofikiectk)eal sonqfi of a rtod^ 
school studoiis ia thcee afe groupt froBi m 
New York Oty high schoois. 

2. T>o ccQg taciioBil ittn>cys of ptenta of itodeott from twdve New Yock Qty high 
schook 

3. Ttoec €xoM«iecdoQil sutvqfs of i murhed fOwpiri Kai ninpte fipon 12 fphnnh hi 
ittitfacr dqr thit is demognqjihk^ 

9bA do conrtnin vMJMtiOitf j/tuL 

4. QiMlittfiw data C Dli ertiti e (Cbcui gpMpi» obaenratjoaat itttextiew) in tache New 
Tocx \Jtf ynoog ana cwet*o o o — p waoo cay irn ooii to onriimut dw 

5. Acoiiipaiteoftliequatttittth«andqiiaiitsU««da^ 
diac m offeted «a ittteanve mtmvcatxia deag^ 

matefacdNgir York schooh that iceewe ooiy the saodiid inti iw ini on . 

6. Tloeeaai&iaisur^ of aflteaebeiBaod staff who iittrKtintfaAi^^ 
New Yock Qty achooh. 

7. r,^jpH^mi A.f «^ lt>Pntflw*r rtfBniiAiM ^fktrihHfcM ^hm^i iiiw.itfc ^tK> 

CMche New York x ho o li 



An overvkw of theae xeseaich acimtka a pceacDtad ia Tabte 1, aDd Tab^ 
netbods deaedbed above wfll be nied to aaiwer the naeaiefa qnetttooi. 

To eaotre that the lesalta oC tfah evaiaaik» ate widatf dhaaoiDBled, the teMeRfaea wOl 
prepaio aeaektten. to aefaoQl ol&dbk anl poficy maioea New 
reports fix the New York Qty ichodiyBeigaacvahirtnnnMini! fa 

tat pcDfcaatteal Jtmrnalfc 



Table 2 

Sununaiy of Research Questions and Major Methods 



Method 
Question 


Surveys 


Focus 
Groups 


In-depth 
Interviews 


Observations 


Intercept 
Interviews 


Exist- 1 
ing 1 
School 1 
Data 1 


\ risk behavior 


1 


■t* 








fi 1 

o 1 


1 Impact on 
1 communication 


3', 4 


1'.2, 
3,4 




1', 3,7 


• 




1 Impact on 
school climate 


1'. 3', 4 


1'.2, 
3,4 


5', 6, 7 


l',2,3',4, 
5,6,7 




8 1 


Impact of 
oromram intfinsitv 


1'. 3', 4 


1,2,3, 
4 


5', 6, 7 


l'.2.3',4, 
5 6. 7 


1 


8 1 


Impaa on 
different 
groups of 
students 


1. 2, 3, 4 


1,2,3, 
4 


5,6,7 


1, 3, 4, 5, 7 




8 1 


1 Impact on 
1 different 
types of schools 


1. 2. 3, 4 


1,2,3, 
4 


5,6,7 


1, 3, 4, 5, 7 




8 1 


Impact of political 
controversy 


1, 2, 3, 4 


l',2, 
3,4 


5,6,7 


1, 3, 4, 5, 7 




8 


Wedge for other 
1 concerns 


I'. 2, 3, 
4 


3,4 


5', 6, 7 


1, 3, 4, 5. 7 







Code: Numbers indicate population for which method will be used 



l^students, 2sparents, 3»teachers, 4=other school staS^ 5=Kschool administration, 6=AIDS team, 
Toother groups or events, 8=reports on condom distribution 

* indicates data will also be collected in comparison city schools. 
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SCHOOL DROP-ZK RESOURCE CENTER 
SERVICE LOG SHEET 
CODE SHEET FOR SERVLOG.SYS 



^lABfcB; DESCRIPTTO N AMD CODIMS 



CENTER: 

DATE: 

SHEET: 

LOGNUM: 

AGE: 

GRADE: 

SEX: 

VISIT: 
CONDOMS: 



Two-digit code. 
(YRMODA) Date on log sheet. 
Sheet Nvunber from log sheet. 
Log Sheet Number. 

Age of student: Enter age as recorded on log sheet. 
Student's grade: Enter grade as recorded on log sheet. 

"l" if male 
••2" if female 
"g" if N/A 

if an "I" is recorded, enter "1" fox INITIAL VISIT 
if an "R" is recorded, enter ••2" for RETURN VISIT 

"Condoms Provided" 

if checked, enter "l" for YES 

if not checked, enter "2" for NO 

if a "D" is recorded, enter "S" for DENIED BY PARENTS 
if an "R" is recorded, enter '•4'' for STUDENT REFUSED 



EDUCATIONAL & COUNS ELING TSSTTBS 

For these variables, the coding is as follows: 



if checked, enter "l" for ISSUE DISCUSSED 

if not checked, enter "2" for ISSUE NOT DISCUSSED 



ABSTIN: 

STDHIV: 

FPPREG: 

GENHL: 

MENTAL: 

SCHOOL: 



Abstinence 
STD/HIV 

FP/PREG: Family Planning/Pregnancy 
GEN/HL: General Health 
MENTAL HL: Mental Health 
SCHOOL 



FAMILY: 


FAMILY 


DRUGS: 


DRUGS: Drug/ Alcohol 


GAV: 


GAY: Homosexuality 


RELAT: 


Relationships 


RAPE: 


Rape 


PHYSAB: 


Physical Abuse 


INTER: 


Intercoxirse 


SUICIDE: 


Suicide 


PERIOD: 


Periods 


OTHER: 


Other 


REFERRALS MAHK 


For these variables, the coding is as follows: 


if 


checked, enter "l* for REFERRAL MADE 


if 


not checked, enter ••2'' for REFERRAL NOT MADE 


RSCHOOL: 


SCHOOL: School Referral 


RSTDHIV: 


STD/HIV: STD/HIV Referral 


RPREG: 


FP/PREG: Family Planning/Pregnancy Referral 


RGENHL: 


GENHL: General Health Referral 


RMENTAL: 


MENTAL HL: Mental Health Referral 


RCRISIS: 


CRISIS: Crisis Referral 


RDRUGS: 


Drug and Alcohol Referral 


RLEGAL: 


Legal Referral 


RDHS: 


DHS Referral 


RJOB: 


Employment Referral 


ROTHERl: 


Other Referral 


R0THER2: 


Other Referral 
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Expanded HIV/AIDS Education Program/Including Condom Availability 

HEALTH RESOURCE ENCOUNTER LOG 
Month: 



Name of School: 



Health Resource Volunteer: _ 
Sex: M F Title: 



Date 



Time 

of 
Day* 



M 



Check if 

condoms 

were 

provided 



Check if 
information 
or coun- 
seling was 
provided 



Questions or Comments 



TOTAL 



* Time of Day codes: BS«Before School; AM*morning; L*student*s lunch; 
PM«afternoon; and AS«After School 
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Expanded HIV/AIDS Education Program Including Condom Availability 

MONTHLY ENCOUKTER REPORT 
Month : 



Name of School 

Health Resource Volunteer: _ 
Sex: M F Title: 



Summary Statistics 





KKLES 


FEMALES 


TOTAL 


NUMBER OP STUDENT ENCOUNTERS 








Number of encounters for condoms, only 








Number of encounters for information 
or counseling, only 








Number of encounters for condoms and 
information or counseling 









How many encounters occurred this month: 



a. before school 

b. in the morning 

c. during student's lunch 

d. in the afternoon 

e. after school 

f . unknown 



Total Number of Encounters 



During this month, what types of information or assistance were 
requested by students? (Check all that apply.) 



a. 


abstinence 


j- 


HIV/AIDS testing 


b. 


information about HIV 


k. 


pregnancy 




infection or AIDS 


1. 


sexually trans- 


c. 


proper use of condoms 




missible diseases 


d. 


communication with sexual 


m. 


birth control 




partner 


n. 


sexual orientation 


e. 


communication with parents 


o. 


school issues 


f . 


communication with peers 


P- 


brochures/materials 


- g- 


sexuality 




on health 


h. 


family issues 


q- 


other personal 


i. 


death, dying, & bereavement 




health concerns 






r. 


other 



Please describe any situation or issue raised during the month that 
you think needs to be addressed by your HIV/ AIDS Education Team, CHC, 
school or central administration, or other group. (Use the back of 
this paper if needed. } 
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"Legal Issues* often become the focus of significant attention when a 
community considers Implementing a condom availability program in the 
schools. Although attention to these issues is important the primaiy focus 
should always remain on the reasons for initiating the program and the 
program*s goals. Specifically* a community should first decide the reasons for 
initiating a program, identify the program's context and goals and select the 
preferred approach for implementing a program. 

Once the approach to implementing a program has been selected, consult 
with legal counsel to determine whether there is legal support for — or legal 
impediments to — that approach. La^ governing condom availability as a 
component of HIV/ AIDS education may differ significantly from lavra governing 
condom availability as a health service. If legal obstacles exist, it will be 
necessary to modify the approach or seek changes in the law. 

While numerous legal issues might be of concern in specific communities, 
several issues fr^uentfy concern school boards and commimity advocates. 
These include: 

^ liability for condom failure 

♦ sexuaUty education and/ or HIV prevention mandates 

♦ consent requirements 

^ liability for encouraging sexual activity of minors. 

These issues must be imderstood in the context of the rights and obllga* 
tions of three distinct groups: the school board, parents and adolescents. 

I. BACKGROUND 

Some local school boards and administrators may resist condom avafiabil- 
ity programs because of concern about liability and othbr legal issues. This 
hesitancy is understandable because schools need to maintain the goodwill of 
the communities they serve. The risk of bad publicity and the financial and 
human resources required to defend against any legal challenge should not be 
taken lightly. 

Nevertheless, while schools must exercise caution to comply with legal and 
procedural requirements, fear of legal action should not deter schools from 
discussing, developing or implementing a policy to make condoms available. In 
fact, state and federal law may offer significant support for the school board, 
school administrator or youth-serving agency initiating an HIV/ AIDS or preg- 
nancy prevention program that tnakes condoms available on a voluntary basis 
to teens who engage in sexual intercourse. 

Threats of court action areQknetimes used to intimidate school ofiScials 
into abandoning or not even considering a plan to make condoms available. On 
this or any other issue, an Inventive attorney can usually find a plausible legal 
claim for a willing client. However, a distinction must be made between lawsuits 
that harass and intimidate and those that might prevail in court 

It is also important to remember that a lawsuit, or the threat of a lawsuit, 
does not represent community consensus. It often reflects the view of a small 
minority and may have little legal merit This fact should not be obscured by the 
tone, fenror and publlc^ity afforded legal challenges. In fact no legal challenge to 
date has blocked implementation of a (x>ndom availability program. 
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Legal research early in the process can help communities avoid mistakes, 
respond quickly to threatened challenges and firame the public debate. It will 
also reveal any legal requirements or limitations that affect the design of the 
program. School condom availability — except in the context of school-based 
health centers — is a new phenomenon. Almost no case law exists dealing with 
this specific issue, and relatively few schools have fulfy explored the legal issues. 
Nevertheless, a number of consistent themes have emerged. These are discussed 
briefly below. 

What follows is not intended and should not be understood to constitute 
legal advice. The Center for Population Options* (CPO) goal is to describe in lay 
terms the range of legal concerns that have been raised with regard to condom 
availability in schools. Any school or community group considering condom 
availability in the school setting should work closely with an attorney. Nonprofit 
organizations or coalitions can usually identify an attorney willing to provide pro 
bono (firce) or low-cost legal services. School boards and administrators will 
usualfy rely on the advice of the school district's legal counsel. 

n. SCHOOI^, PARENTS AND ADOLESCENTS 
A. School Board Authority 

School board or administrative authority is governed primarily by state law. 
Although states differ in the extent of control they delegate, local school boards 
are generally given broad authority to conduct activities or programs and expend 
funds to meet the needs of their students. Increasingfy. states are encouraging 
"school-based management** as a strategy for improving the quality of solutions 
to local school problems, such as rates of teen pregnancy and sexually 
transmitted diseases (STDs). Furthermore, public schools historically have 
played a role in providing health services and education as a public health 
strategy. Many states require and provide funding for school nurses, health 
screening and prevention siervices. as well as health education programs. Health 
education and health services are already considered integral to school activities 
in many states. 

A condom availability program would generally, unless otherwise prohib- 
ited by law. be considered a policy choice a school board is authorized to make. 
To meet any concerns about its authority to conduct a condom availability 
program, a school board should adopt policy that, at miniTnum * 

^ makes clear reference to the purpose for which it is adopted 

♦ incorporates a series of findings and. whenever possible, statistics 

that docvmient the compelling need for the program 
^ describes how condom availability addresses that need. 

As of this writing, some states have laws that explicitfy limit or prohibit 
making condoms available in schools. Several states, including Louisiana. 
Michigan and South Carolina, prohibit the distribution of contraceptive drugs 
or devices on school groimds. Other states restrict or prohibit a particular 
method of distribution, such as through school health centers or vending 
machines. Arkansas has prohibited the use of state funds to make condoms or 
other contraceptives available In schools, although the use of federal and local 
funds is not similarly restricted. It is essential that an attorney research state 
laws for the particular state in which a program is being considered. 



LEGAL 
ISSUES 



School board policy and procedures are understood to have the force of law. 
If they conflict either with the constitution or with state statutes, they may be 
subject to legal challenge. Advocates may wish to consider challenging policies 
they believe endanger the public health or violate other laws. (For example, see 
'^Knowledge v. Board oj Education of the City of New Ybrfc^ in Section IV.B.) 

In addition, decisions made without complying with official procedures or 
in violation of existing policies may also be challenged. For this reason it is 
important that school boards and health departments pay particular attention 
to their decision-making process and how decisions about condom availability 
affect, or are affected by, existing local policy. 

B. Parents' Rights 

Parents have long-recognized and constitutionally protected interests in 
the education and upbringing of their children. United States Supreme Court 
precedent&ddating back nearly three-quarters of a century recognize parents' 
rights to control their children's education and to inculcate religious values. 
These principles are expressed in a variety of ways in the school setting. They are 
not. however, without limits. For example, courts have found that parents who 
object to sex education courses on religious grounds are entitled, at most, to 
withhold their own children finom participation and may not prevent the classes 
fxx>m being provided to other students. 

Lawsuits challenging condom availability programs have included claims 
based on parents' constitutional right of family privacy, their religious rights 
under the First Amendment and the Due Process and Equal Protection provi- 
sions of the Fourteenth Amendment. Factors that may limit the scope of parental 
rights with respect to condom availability programs include: 

♦ the compelling state interest in preventing the spread of STDs 
including HIV 

♦ the voluntary non-coercdve nature of the programs 

♦ the school's enc^ouragement of parental participation In overall AIDS 
prevention activities. (See Section JVJl for a brief description of the 
decision of the New York State Supreme Court in Alfonso u. 
Fernandez.) 

C. Adolescents' Rights 

Condoms are legally available to adolescents. The United States Constitu- 
tion and several state constitutions provide protection for the privacy rights of 
minors. Moreover, adolescents have a legal right in most states to give their own 
consent for a range of health services, including contraceptive services (dis- 
cussed beiow In Section ni.D on "Consent"). 

Three United States Supreme Court c^ses — Grlswold u. Connecticut 
(1965). Eisenstadtv. Baird [1972], and Carey u. PopulationServices International 
(1977) — affirm the constitutional right of all people, including minors, to 
purchase and use contraception. 

In 1977. the Supreme Court ruled in Carey u. Population Services Interna- 
tional that a New York law baiming the sale of over-the-counter contraceptives 
to minors under age 16 was unconstitutional. The decision affirmed that minors 
have a constitutional right to obtain contraception based on the right of privacy. 
In addition, at least one federal court has ruled that a blanket requirement of 
parental notffic^tion when minors obtain contraception would be unconstitu- 
tional. > 

o 247 
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While the Supreme Court has never ruled on whether parental consent or 
notification may be required for family planning services, the Court has ruled 
that if a state requires parental consent or notification when minors choose 
abortion, an alternative procedure such as a "Judicial bypass** must be available 
to enable mature minors to make the decision on their own. Although this 
approach has not been tested in the context of access to contraceptive services, 
in its 1992 decision in Planned Parenthood of South Eastern Pennsylvania v. 
Casey, the Supreme Court distinguished between the weightier potential state 
interest in the minors' abortion decision and the implicitly weaker state interest 
in their ''decision to use a nonhazardous contraceptive." 

ni. LEGAL ISSUES OF MOST FREQUENT CONCERN 

A. Condom Failure and Product Liability 

One of the first concerns raised by school officials is whether the school 
could incur liability if a student using a condom obtained in the school program 
were to become pregnant or infected with HIV or another STD . The likelihood that 
the school board, school district or school staff would be held liable in these 
circumstances is extremely slight for several reasons. 

First, user error rather than product failiire is much more likely to.be the 
reason when pregnancy or infection occur despite condom use. Second, written 
instructions for proper condom use, and warnings that no contraceptive is 100 
percent effective, are provided on the condom package to inform the consimier 
and protect the condom manufacturer firom liabUity claims. Claims would have 
to be decided on a case-by-case basis. In any event, it would be extremely difficult 
to "meet the burden of proor against the school (i.e. to prove that the action of 
school board or staff actually caused the pregnancy or infection). 

There is no guarantee that claims of liability will not be ffied against the 
school board or staff. However, CPO knows of no lawsuit making this claim 
against family planning clinics, health agencies or other public entitles that have 
distributed inillions of condoms firee of charge. 

The likelihood that the school board wiU be held liable is remote and can be 
reduced further by taking the following steps: 

❖ Adopt written protocols for counseling and referrals. OThis helps 
ensure that the counseling provided at the school and referral 
agencies is appropriate to the needs of the student and the skill of 
the staff or volunteer counselor and is consistent with program 
parameters.) 

❖ Provide training and supervision for staff and volunteers. (This helps 
ensure a level of knowledge and proficiency and adherence to 
protocols on the part of staff or volunteers.) 

❖ Provide written manufacturer's instructions and warnings with the 
condoms. fThls ensures the student is informed of the correct way 
to use a condom and the risk associated with using it.) 

B. Mandates for Sexuality Education, HIV/AIDS Prevention or 
Comprehensive Health Education 

As of 1992, 38 states and territories required some form of HIV education 
in the school, either through legislation or regulation or rule adopted by the state 
board of education. An even larger number, 42, required health education. Of 
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these, 28 required that tlie health education be •comprehensive.'' At least 19 
states and one territory have spectBed that the proper use of condoms should be 
included as one topic of instruction.^ 

These policies may address general content, hours of instruction, required 
or prohibited topics, cuirlculum, qualifications of instructors and parents* right 
to review materials and opt their children out of the program. When condom 
availability is conceived as a component of comprehensive HIV/ AIDS prevention 
or health education, the program as a \<^ole, not necessarily each component 
of the program, such as condom availability, must meet the requirements. 

C. Health Services in ttie Sctiools 

School-Based Health Centers. When condom availability is part of a 
public health initiative to address the threat of HIV/ AIDS or teen pregnancy that 
is conducted with the cooperation of the school but not by the school itself, the 
authority is also rooted in the purpose of the cooperating health agency. 
Increasingly, states are encouraging the provision of primary health services in 
the schools through support of school-based health centers or cooperative 
relationships between the school and community health centers or pubUc health 
departments. 

School-based health centers are governed by laws regulating medical 
malpractice and liability, parental and informed consent, minors* right to 
consent to. their own care in certain ciroimistances and the confidentiality of 
medical records* among others. When a health center alrea^ exists, it is usually 
a simple matter to begin making condoms available — vmless either state law or 
school board policy prohibits making condoms or other contraceptives available. 
The contractual arrangement between the school and health agency that defines 
their relationship and operating poUcies may or may not have to be changed to 
permit condom availability. (See Chapter 8.) 

Use of Licensed Professionals. Some schools, hoping to minimize the school's 
Uabllity, have chosen the public health model for their program and have 
considered a poUcy that condoms can only be given out by Ucensed health care 
professionals. Since the service is not invasive and does not involve prescrip- 
tions, such a policy would not appear to be required by law* particularly if the 
program is supervised by a Ucensed health professional or ageiicy. Reqtdring 
that health professionals be the ones to distribute condoms signlQcantly 
increases costs of the program. 

D. Consent 

The question of consent for participation in a condom availability program 
is perhaps the most sensitive issue, both legally and politically. Involving 
parents in a manner that supports the goals of the program is highly desirable. 
As a matter of poUcy* schools will want to demonstrate their respect for parents* 
roles in the education and upbringing of their children, without undermining the 
integrity or effiectiveness of the program. The school's legal obUgation with regard 
to consent requirements is less clear, however. The competing constitutional 
claims of parents and adolescents have been described briefly above and must 
be considered in evaluating consent requirements. 

Some advocates urge school boards to adopt poUcies that require either 
parental consent, parental notification or an opt-out provision enabling parents 
to indicate that their children may not participate in the program. Then.* is no 
legal precedent estabUshing that consent, notification or opt-out is required — 
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or even permitted — for a condom availablUty program, although a number of 
states have adopted the opt-out approach for HIV prevention curricula or sex 
education classes. 

There is some basis for concluding that parental consent, notification or 
opt-out provisions might be prohibited if a condom availability program were 
established based on a medical model and using public health staff. State laws 
generally permit minors to consent to their own health care when parental notice 
or consent requirements might deter them from seeking services: 

❖ No state requires parental consent or notification for treatment of 
minors for sexually transmitted diseases (STDs). 

❖ Twenty-four states expllcitty afiOrm minors' access to contraceptive 
services, and no state law explicitly requires parental consent or 
notification, outside the general consent requirements for medical 
care. 

❖ Courts In Florida and California have recently ruled that their state 
constitutions guarantee minors' right to privacy and have overruled 
statutes requiring parental consent for a minor's abortion. Similar 
statutes affecting contraception might also be found invalid. 

In addition, as previously mentioned, at least one federal court has ruled 
that a blanket parental notification requirement for minors seeking contracep- 
tives would be unconstitutional, and another federal court has ruled that 
parents do not have an affirmative constitutional right to be notified when their 
minor children obtain contraceptives on a voluntary basis.^ 

However, because condoms and other non-prescription contraceptives are 
available to adolescents in a variety of other settings, parental consent or opt- 
out provisions might be permitted as a policy choice by the school board. If a 
board adopted a consent or opt-out provision, it would have a legal obligation to 
enforce it. The provision might also be challenged by adolescents asserting their 
own right to privacy. While it is difficult to predict the outcome of such a 
challenge, at least some courts would be likefy to support the school board's 
decision. On the other hand, if a school board were to decide, as a matter of 
policy, not to impose a parental consent or opt-out provision, strong legal 
support exists for such a choice. (See "Summary of Alfonso u. Fernandez,"' in 
Section rV.A.) 

E. Criminal Liability 

A number of individuals have expressed concern that in states where sexual 
intercourse with or between minors is illegal, schools or personnel providing 
condoms to sexuaUy active students might be charged with aiding and abetting 
a crime or contributing to the delinquency of a minor. The risk of this occurring 
is extremely slight for several reasons: 

^ the universal lack of enforcement of these laws in cases of 
(X)nsensual sexual intercourse 

❖ the experience of health providers who have been providing 
contraceptives to adolescents for decades (the Title X federal family 
planning program is specifically aimed at providing contraceptive 
services to low-income women and adolescents) 

❖ • the difficulty in proving knowledge and intent to aid in a crime on 
the part of the person who hands out the condom. 
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Schools can demonstrate that the program has a clear intent which is other 
than to encourage sexual activity on the part of minors by: 

❖ explicitly addressing, in the stated goals of the program, pregnancyr 
and/ or disease prevention among students who are already sexually 
active 

<^ providing training to school or other personnel who interact with 
students ^ 

❖ incorporating abstinence information and skills training into a 
sexuality or HIV/ AIDS prevention curricxilum. 

IV. PENDING CASES ON CONDOM AVAILABIUTY 

Only a small nimiber of cases have actually been filed challenging condom 
availability programs in the schools. These cases have been filed in New York, 
Massachusetts, Philadelphia and Seattle. So far only one case, Alfonso u. 
Fernandez in New York, has been decided by the courts. 

A. Alfonso V. Fernandez 

In November 1 99 1 , two parents of New York City public school students and 
Michael Petrides, a member of the board of education, filed suit against New York 
City Schools Chancellor Joseph Fernandez and the board of education, claiming 
that the condom availability program in public high schools violates public 
health law requiring parental consent for health services and medical treatment. 
They also claimed the program violates their right to fi«e exercise of their religion 
and their due process rights. 

They sought a court order *!) declaring the plan to be a health service, 2) 
enjoining the implementation of the program unless the minors' parents have 
consented, 3) requiring parental consent for the plan ... and 4) declaring the 
implementation of the plan to be a violation of the parents* constitutional and 
civil rights." 

In its April 1992 ruling, the New York Supreme Court rejected all claims.* 
In New York, the Supreme Court is the trial court the Appellate Division is the 
Intermediate appellate court and the Court of ^pcals is the highest state court. 
Plaintiff^ filed an appeal and oral arguments were held in January, 1993. 

The court found that -(lit is not without significance that condoms are not 
regulated in the same manner as prescription drugs; they need not be dispensed 
by a licensed pharmacist and are available for sale even in delicatessens.** It 
concluded, therefore, that the condom availability program, while **health 
related, ... does not qualify as a *health service* under Public Health Law Sec. 
2504 and is not prohibited by that statute without parental consent.** 

With regard to the claim that the program violates parents* free exercise of 
religion under the First Amendment, the court found that •*(a) viable First 
Amendment claim is not triggered by a voluntary school program which is 
neutral on its face and supported by a compelling state interest.** The critical 
factor in the decision is the TolimtaTy, non-coerciTe nature of the condom 
availability program. Religious freedom docs not extend to the right not to be 
ofiended by beliefs or practices: "the possibility that the religious beliefs may be 
merely offended does not satisfy the requirement that those beliefs are unduly 
burdened ... Parents have no constitutional right to tailor public school 
programs to individual religious preferences." 
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Finally, In addressing the due process claims, the court afOrmed the broad 
authority of the board of education to decide matters of policy. The court did 
not address whether a parental opt-out provision, If adopted as policy by the 
school board, would be constitutional. However, it did rule that lack of a 
parental opt-out procedure did not violate parents' due process rights to raise 
their children as they see fit. The ruling specifically cited the range of mecha- 
nisms - school-based plaxmlng teams, HIV/ AIDS Advisory Council, providing 
Information and suggestions about commimicating about HIV, forums with 
parent groups, orientation meetings — by which the school encourages parent 
participation in the program and in their children's HTV education. 

B. Knowledge v. Board of Education of the City of New York 

Knowledge v. Board of Education of the City of New York was filed with the 
State Commissioner of Education by the New York Civil Liberties Union (NYCLU) 
to challenge a resolution adopted by the board. The resolution requires that all 
written and oral AIDS prevention instruction "devote substantially more time 
and attention to abstinence than to other methods of prevention." The resolution 
also bars any outside organization or individual from participating in "any 
aspect of New York Public Schools' AIDS education program" unless they have 
signed an agreement to comply with the resolution. The NYCLU claims the 
requirement conflicts with state regulations and law concerning other education 
goals and policies and violates fiaculty and student rights of academic freedom. 

In October 1992, a heating was hdd before New York's top education 
ofBcial, State Commissioner of Education Dr. Thomas Sobol, who is empowered 
to review all decisions by local school boards. On February 8, 1993, Dr. Sobol 
overtumed the resolution, stating that the board overstepped its authority, 
infringed upon teachers' rights and "Ventured beyond the realm of policy making 
into the realm of deciding how instruction should be carried out" Sobol struck 
down the resolution on two coimts: 

❖ In violation of state regulations, the board failed to consult its AIDS 
Advisory Council before approving the resolution. 

❖ The resolution reaches beyond the board's legal authority to 
establish educational policy and approve currlculimi, and **intrudes 
impermlssibty upon the teacher's latitude to teach the currlculimi in 
the most efiective maimer." 

The New York City Board of Education's counsel recommended that this 
ruling be appealed in court, but no decision has been made as of publication 
date. 

C. Curtis V. Falmouth School Committee 

This case was filed in June 1992, in Massachusetts Superior Court. 
Plaintiffs, who are represented by the Rutherford Institute, seek an injunction 
against the Falmouth schools' condom availability program. The parents who 
are party to the suit allege violation of 1) the right of privacy to direct the 
education and upbringing of their children. 2) the liberty right in the nurture, 
education and well-being of their children, 3) the Free Exercise Clause of the 
First Amendment, 4) the Fourteenth Amendment Due Process and Equal 
Protection Clauses, 5) state criminal laws regarding sexual intercourse with or 
between minors and 6) state mandates for reporting suspected child sexual 
abuse. No hearing date has been scheduled. 
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V. LEGAL PRINCIPLES SUPPORTING CONDOM 
AVAILABILITY 

While the body of law relevant to establishing condom availability programs in 
the schools is extensive and complex, support for such programs includes the 
following legal principles: 

♦ To promote the health and well-being of students, school boards 
have broad authority to implement programs not specifically 
prohibited by law. 

♦ Most states* laws would permit implementation of a condom 
avaUability program as part of either a health services, sexuality 
education, or HIV/ AIDS prevention program. 

♦ Parents have strong, constitutionally protected interests in the 
education and upbringing of their children, but these interests do 
not give them a clear right to prevent their children finom obtaining 
condoms or to be notified when their children obtain them. 
Adolescents have a constitutionally protected right of privacy which 
protects their access to nonprescription contraceptives, including 
condoms. 

♦ Minors have the right imder the laws of most states to consent to 
health care for STD and pregnancy prevention, 

♦ Condom manufacturers and third parties* including health care 
scivlccs providers, have not been held liable for pregnan<y or STD 
infections resulting from condom failure. 

♦ Providers of STD and pregnancy prevention services have not been 
held liable imder criminal statutes prohibiting or controlling the 
sexual activity of adolescents. 

Notes 

^S(MPlojmedParervthoodAssociatU)nc^^ 1001 (D.Utah 1983); and StAool- 
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*Scx Infonnation and Education Council of the U.S. Fajture DtrecOons: mv/AJDS Education In the 
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and the Council of Chief SUtc School Officers. AIDS, HIV and School Health Educationi State PoUctes 
and Programs (Alexandria. VA and Washington. DC: NASBE and CCSSO. 1990). 

^Scc Doe V, InviJU 615 F. 2d 1162 (6th Clr. 1980). Cert Denied, 449 U.S. 829 (1980); and Planned 
ParenthoodAssociationqfUtahvMathesonBS2FS\ipp. 1001(DUtah 1983); and Schooi-BosedHcoIth 
Clinics Legal Issues, (Scui Francisco and Washington. IX^: National Center for Youth Law and The 
Center for Population Options* 1988). p. 15. 
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LEGAL 
ISSUES 



CHAPTER SIX ATTACHMENTS 

A. New York City Corporation Counsel Memo 

B. Advisoiy Article: Washington State School Directors' Association 
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Adlvsory 3Urticl«: WMhington stat« School Directors ^ Association 

Rutherford letter on condom distribution misleading 



Public input 
is iegaiiy 
necessary, 
poiiticaiiy wise 
and invaluable 
in making the 
right decision 
on a condom 
distribution 
program. 



&7 LarmiM TVlIsoit, Dirtetor^ Policy 
aMdL0galSmrvic99f VTSSDA 

Sdbool board mcxxib«rs in Mveral dis* 
tricta haw rsosiTtd a lactcr &om tbm 
Batfaffzford IxistitaU of Waabingtoa thia 

(iiaooaragizig boards &om lioidx^ 
b^axinga on tba option of disttibiztinf oon* 
doma to atndtiti. TluooDcemwith tha 
lattar is tha tona and iinpHratioa that 
boards ara baxxtd br stata law from oon* 
suiaxin^ condom distcibtztion programsc 
this is not true. It is and should remain a 
local decision wbather or not to consider 
or adopt a condom distxibucion program 
in an individaai school district. 

There is no legal prohibition against 
school disoicts '^^^^^^^^^ a condom dis- 
fTrhption program for students. Especial* 
I7 under the recent legislation that 
frrpanded school board powets, a school 
board may adopt any policies not in con* 
£Eut with other law that promote the 
education of Idndcrgarcen through 
twelfth grada students in the public 
schools; or promoca tha eSscchne, efficient 
or safii management and operation of tha 
sdxool dxstzict Chapter Ul. 1992 Laws 
ofWashington, 30L It is up to each board 
whether or not a condom dismbudon pro* 
gram shotzld be considered. 

Usually, school distiicts that haTe con* 
sidered or adopted such a pr ogr am have 
worked with another agency which 
pnmdea tha condoma and counseling, 
'nia school district merely authorizes and 
o f exsees tha pzogram. Education fimds 
are not used to aupport the prograrou in* 
stead the health serrice is made aTailable 
to students under restticdons established 
by the school board. 

The Rnthesfbrd Institute mentions 
serfwal AIDS education laws in its az^* 
ment that school distxicts should not hold 
poblic heazuigs oon condoBa ili^tnlrufaifln 
{SDgrasia. Those statutes do prtmde 
goidazioa regnlatian for AIDS educa* 
tion cQZxicnla« but they do not bar dis^ 
f pM i i considaEixuf oar partiapatini^ in 
a condom distribution pro^auL These is* 
sues are saparate and the Rutheribrd In* 



stitutes effort to confuse and oomhine the 
two should be resisted. 

The AIDS education statute requires a 
dual approach: school distzicta are re- 
quired to teach that afastinenoe firom 
sexual acdvity is the only certain means 
of arotdxng' infection, a^d that there are 
ziaks to sexual intercourse with or 
without frnndnrnn and condoms and other 
artificial SMans of birth control are not a 
certain means of airoiding mfection. S#f, 
RCW 28A-230.070, AIDS education in 
public sctiools. ^^'^^^Htt'^ discussions 
about condoms and other contraceptives 
in AIDS education programs is tiot medi* 
cally acc ura te tbor legally sufficient. 

Further, discussing and accepting 
public testimony regarding the pros and 
cons of a condom distribution program is 
not an educational activity subject to the 
CQzzicuiar requirements of the AIDS 
education statute. It is the obligation of 
the board to pnmde a reasonable oppor- 
tunity &r public written and oral com* 
ment on policies be£3re the board. The 
board cannot l e s t ai ct the content of public 
comment so that it meets the medical ac- 
curacy test required of cuzricular 
msterfai^ about AIDS. If the board is con* 
sidering a condom distribudon program, 
UDzesizicted public input should be en* 
oouraged. 

£gl abort, school boards should not be in* 
timidated out of considering condom dis* 
tzifaution pxograms because of the 
Rutherford Insdtute letter The AIDS 
education statute regulates cuzricular 
matenah and requires that district 
programs affizmadvely address the risks 
of oozuioms and other contracepdves. The 
AIDS education statute does not prohibit 
conaidezation of condom distebudon 
programs by school boards. 

IFii is appiu p ii ate xmder local or* 
comatazioes, boards should conaider 
whether or not a cimdnin distzzbudon pro* 
gram is in the best interest of the stu* 
dents in the distzict. Public input is 
legally necessary, politically wise and in* 
Talnahle in making the rigiit decision of 
wiiether or not to hare such a program. 



Raprintad with parmiaaion from the Washington Stata School Diractora' Aaaociation 
October 1992 Signal* 



School districts and communities around the country have wrestled with 
the question of whether to make condoms available to htgh school students. 
Communities that have opted for condom availability programs vary in size and 
location. Program design also varies, reflecting each commimity^s values and 
needs. This chapter presents case studies of three communities with condom 
availability programs: Adams County, Colorado and the cities of New York and 
Philadelphia. Bach stucty includes a chronology of the important events related 
to HIV/ AIDS prevention education and condom availability, a description of the 
program design and information on training, funding and evaluation. 

The three programs highlighted have similarities and some important 
differences. All: 

♦ Placed condom availability within a broad HIV/ AIDS education 
program. 

> Engaged experts from outside the school to help shape the plan. 

^ Included parents, students and faculty members in the program 
design. 

♦ Did not use school-district funds to purchase condoms or staff the 
program. 

On the other hand: 

♦ New York has no parental opt-out for the program, whereas Adams 
County and Philadelphia do. 

♦ School personnel staff the programs in Adams County (nurses and 
volunteer &culty) and in New York (staff and volimteer faculty), 
while in Philadelphia outside-agenqr health providers have that 
responsibility. 

♦ Counseling is required in Adams Cotmty and Philadelphia before a 
student can receive condoms; in New York coimseUng is available, 
but not required. 

♦ Philadelphia and New York require schools to establish sites where 
condoms are available; in Adams Coimty, nurses provide condoms 
in their offices and faculty advisors cany "condom cases" and 
provide counseling wherever convenient 

In the face of the growing HIV/ AIDS epidemic* these three school systems 
chose to include condom availability programs within existing prevention and 
education services for their students. Creativity and flexibility allowed each 
district to design a program to suit the coromunity's needs. 

I. ADAMS COUNTY, COLORADO 

In September 1 989 , condoms were made avaflable to students as part of the 
Disease Prevention Program at the two high schools located in Adams County, 
Colorado. Approved in August, 1988, Adams County's was probably the first 
district-wide condom avaflability program in the United States. 

Adams County School District's two high schools have a combined student 
population of 1 . 500. Nearly 80 percent of the students reside in Commerce City, 
a town of 20,000 Just outside Denver. Fifty-three percent of the students are 
white, 40 percent are Hispanic, three percent are Native American, three percent 
are African-American and one percent is Asian. 
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The chronology of Adams County's implementation demonstrates how 
critical it is to pay attention to timing. This school district deliberately delayed 
implementing its condom availability program for a year after it was approved 
in order to build community support and imderstanding. 

A. Chronology 

December 1987. Committee on AIDS Education, staffed by school district 
personnel, is formed to develop proactive policy in preparation for possibility of 
HIV-positive students or teachers in the school system. 

April 1988. Colorado Department of Education invites Adams County School 
District to an AIDS Education for Youth Project regional training in San 
Francisco sponsored by the Centers for Disease Control and Prevention (CDC). 
School officials and staff attend the two-day training, returning to Colorado more 
comfortable with, and knowledgeable about, HIV/ AIDS Issues. 

May 1988. Local health officials and providers conduct educational work 
session with the board of education to gain support for a district-wide policy on 
HIV/ AIDS awareness training and universal precautions for handling body fluid 
spills. The superintendent directs the Committee on AIDS Education to develop 
a comprehensive HIV/ AIDS policy that Includes condom availability. 

June 1988. The Committee on AIDS Education presents a draft policy to the 
board of education. Included In the doctmient arc recommendations for han- 
dling body fluids, processes for addressing the presence of HIV-positive students 
or staff and four education and prevention strategies: 1) increasing community 
knowledge, 2) promoting staflF development, 3) developing curricula and 4) 
preventing disease transmission through condom availability. 

July 1988. The board of education holds a public forum regarding adoption of 
policy. The hearing attracts a large nimiber of community members and much 
media attention. Supporters of the policy make a strong showing, but the 
condom availability proposal is the focus of controversy. The opposition num- 
bers about 40 individuals who appear to be affiliated with conservative religious 
groups. 

August 1988. The board of education passes the draft policy by a three-to-two 
vote after the section regarding disease transmission is changed to offer a 
parental opt-out for both sexuality coimseling and condom availability, as well 
as to specify that condoms can be made available only under the auspices of a 
licensed physician of either Commerce City Community Health Services or the 
Commerce City Family Health Center. 

1988-1989 School Year. The Committee on AIDS Education focuses on 
community education, staff development and updating its curriculum. It 
presents several awareness activities to staff, parents and students. 

September 1989. The condom availability program (termed "the disease 
transmission prevention program") is quietly implemented at the two Adams 
County high schools. School nurses provide counseling and condoms to 76 
students during the 1989-90 school year (figures for repeat visitors are not 
available). 

November 1990. Condom availability program personnel is expanded to 
include 22 trained volunteer faculty advisors. 

1990-91 School Year. School nurses and faculty advisors provide counseling 
and condoms to 131 students in a total of 189 encounters (131 initial and 58 
repeat). 
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1991-92 School Temr. Counseling and condoms are provided to 157 students 
in a total of 328 encounters (157 initial and 171 repeat). 

Mbj 1992. The Committee on AIDS Education considers and rejects a proposal 
to allow student -peer helpers" to also make condoms available. 

Pall 1992. A proposal to train student peer helpers to conduct HIV prevention 
education is accepted and students begin training. 

B. HIV Education Efforts 

Education and prevention efforts mandated by the board of education's 
AIDS policy include four components: (1) community education, (2) staff 
development. (3) curriculum and (4) disease transmission prevention. 

The strategy of increasing community education includes providing an 
annual update to the community about HW/AIDS through community forums 
and/ or printed publications. Staff development is accomplished through 
annual training for all members of the school district staff about information on 
HIV/ AIDS; the means of controlling its spread; the role of the school in providing 
HIV prevention education; and school policies related to HIV-infected students 
and staff. 

The emphasis of the curriculum encourages yoimg people who have not 
engaged in sexual Intercourse and who have not used illicit drugs to continue 
to abstain from both behaviors, and to encourage young people who have 
engaged in sexual intercourse or who have used illicit drugs to reconsider their 
decisions. Finally, the curriculum encourages those who decide to continue 
sexual Intercourse and/or Injected drug use to make decisions that will lower 
their risk of HIV Infection; to use condoms and spermicide and to seek treatment 
for drug use. 

The fourth and final strategy of the HIV education and prevention compo- 
nent, disease transmiMion prevention, is accomplished through providing 
students the opportunity to receive sexuality counseling and latex condoms 
from medically supervised profess ^ ..^als. 

The Committee on AIDS Education made the strategic decision to imple- 
ment the first three components of the policy before initiating condom availabil- 
ity (disease transmission prevention). While the board of education's policy 
would have permitted the district to Implement all four components of the plan 
simultaneously, the committee decided it would be prudent to focus on commu- 
nity education, staff development and currlcultmoi for the first year, allowing the 
controversy to die down and to better prepare the community for condom 
availability. 

Several awareness activities took place in the 1988-89 school year. In 
August of 1 988 , the committee held a three-and-a-half hour in-service for all 800 
school district employees covering the topics of epidemiology, medical manifes- 
tations of HIV and prevention strategies. The In-senrice included a presentation 
by a panel of people with AIDS. 

Tlie Committee on AIDS Ekiucation invited school administrators, parents 
and students to view and comment on five educational videos under consider- 
ation for use in the high schools. Of the five, the group chose the most explicit, 
"AIDS: Changing the Rules," which includes a demonstration of how to put a 
condom on a banana. The Committee on AIDS then invited all parents and 
community members to a screening of the video. 
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The video was shown to all students during one specific class period; 
because all classes participated,, the assembly required the entire faculty to be 
involved. School officials note that the advantage of such a plan was that it 
created an environment that encouraged open discussion. 

C. Program Design 

The AIDS policy passed by the board of education did not specify how 
condoms were to be made available to students; the design had to be defined 
before the program could be implemented in the fall of 1989 {See Attachment 
n.D.5). The Committee on AIDS Education therefore turned its attention to 
designing th<i program {See Attachment G. 1 at the end of this case study: 
"Guidelines for Disease Prevention Policy.*). It considered options ranging from 
not making condoms available at all to providing them in vending machines or 
fishbowls. Eventually, the committee decided school nurses would be the only 
distribution point and developed an interview protocol to be used at each 
students first irequest for condoms. In the second year, the program was 
expanded to augment the nurses with 22 trained volunteer faculty members 
called ''faculty advisors.** More students avaUed themselves of the condom 
availability program in the second year, leading school officials to surmise that 
some students feel more comfortable talking with teachers they know than with 
nurses they perhaps do not. 

Parents may opt to keep their children out of the program. Each fall, a letter 
Is sent to all students* homes, asking parents who do not want their child{ren) 
to receive sexuality counseling or condoms to sign and return the letter. The 
interview protocol designed by the Committee on AIDS Education requires that 
nurses or teachers ask the students name before any coxmseling, and check it 
against the {>arental opt-out list. Students who have been opted-out by their 
parents cannot receive condoms or counseling. {See Attachments G.2 and G.3 
at the end of this case study for "HIV Exposure Risk Assesment** and "Health 
Services Protocol/Interviewer Protocol.*") 

A unique "condom kit** was designed for faculty volunteers. It consists of a 
black canvas bag equipped with condoms, resource information, a plastic 
banana for demonstrating condom use and a supply of Interview forms . The bag 
has proven very helpful to teachers who do not have an assigned classroom but 
Instead move around the building during the day. 

Students in Adams County high schools also have access to condoms 
through the school-linked health centers run by Community Health Services 
(CHS). The board of education's AIDS policy designated CHS as one of the 
agencies under whose medical supervision condoms could be made available to 
students. 

Prior to the board's decision, CHS did not provide any kind of contraceptive 
or STD prevention services. While the board of education called for CHS to 
supenise the school condom availability program, the CHS Board of Directors 
had to choose whether to take on that responsibility. After being educated about 
teenage sexual health issues, the board adopted a policy to provide contracep- 
tion and testing for pregnancy and STDs at the health center. In 1990-9 1 , a CHS 
center moved to a building adjacent to Adams City High School, making it more 
convenient for students to use CHS services. 

Students enrolled as members of the CHS health center may receive 
condoms and other contraceptives; parents sign a form giving blanket permis- 
sion for their child(ren) to receive all services provided at the health center. In 
addition, the health center's policy is that it will also provide confidential 
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contraceptive counseling and services to any student who requests them. 
Faculty advisors and nurses, however, cannot refer students on the parental 
opt-out list for these services. 

D. Training • 

Each year, new volunteer faculty advisors receive training to help them 
become effective counselors and to increase their knowledge of HIV-related 
information. The training is conducted by the Committee on AIDS Education, 
with the assistance of state health and education department personnel and a 
local physician. 

£. Funding 

Local funds are used for all components of the HIV/ AIDS education 
program, except for the condom availability program. The Colorado State 
Department of Health provides the condoms. 

F. Evaluation 

No outcome evaluation has been funded as yet» but the Committee on AIDS 
Education continues to monitor the condom availability program through 
process evaluation. Records are kept on how many students receive counseling 
and condoms each year, but names of individuals are not recorded in order to 
protect privaqr and maintain confidentiality. 

CPO acknowledges the assistxmce provided by Ms. Ronnee Rosenbaum, 
Executive Director of Community Health Services, in the development of this 
chronology. 
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GuidelinM for DIsmm Prtvtntion Policy 

Adams County School District 14 provides comprehensive health services for its students. This 
Is accomplished by working in cooperation with our community primary health care providers, with 
Commerce City Community Health Services, a buildlng-l)ased health deri< program and health care 
awareness programs. One program that is specifically offered focuses on sexually transmitted disease 
prevention. This program is available as a health service that Is part of the comprehensive health 
services continuum. The district in no way condones or wishes to promote sexual activity outside of the 
context of manlage. However, the district recognizes that there are sexually active students. Our 
concern In offering this program is strictly from a student welfare and public health vantage point 

Those individuals who may elect to utilize this service or seeic Infomriatlon related to this service 
are assured of their confidentiality. 



I. COUNSEUNG AROUND SEXUAUTY DECISION MAKING 



A. Information around the availability of counseling and other confidential services will be 
made available through announcements In health education classes, in student handout 
materials, counseling office brochures/posters, and building staff. Training will be 
provided to school personnel around how to refer and to whom. 

B. Parents retain the opportunity to with draw consent for their child's participation in this 
program. Annual notification wOi be given to parents of the availability of this program. 
A database wU be provided to school personnel around how to refer and to whom. 

C. AT THE STUDENTS REQUEST, A CONFERENCE WITH AN APPROPRIATE MEDiCAi±Y 
SUPERVISED VOLUNTEER MAY BE ARRANGED. SUCH VOLUNTEER WILL BE 
SCREENED AND SELECTED BY THE COMMITTEE ON AIDS EDUCATION FOR YOUTH 
AND TRAINED EXTENSIVELY THROUGH RESOURCES PROVIDED BY THE DISTRICT. 
MEDICAL SUPERVISION WILL BE PROVIDED THROUGH A CONTRACT FOR SERVICES 
BETWEEN THE SCHOOL DISTRICT AND COMMERCE CITY COMMUNITY HEALTH 
CENTER (CCCHS). 

D. THE COMMITTEE ON AIDS WILL SPECIRCALLY DETERMINE THE PARAMETERS OF 
WHAT THE MEDICALLY SUPERVISED VOLUNTEERS ARE ALLOWED TO DO. THEIR 
ACnVITIES MAY INCLUDE PROVIDING ACCURATE INFORMATION AROUND 
SEXUALLY TRANSMITTED DISEASES (STDs) EMPHASIZING INFORMATION ABOUT 
AIDS, INTERVIEWER PROTOCOL COMPLETION, DISTRIBUTION OF CONDOMS PER 
THIS POUCY GUIDEUNE. AND REFERRAL UNTO THE SCHOOL NURSE FOR 
FURTHER COUNSELING AROUND MEDICAL AND SEXUALLY RELATED ISSUES. THIS 
GUIDEUNE SPECIRCALLY INTENDS TO UMIT THE RANGE OF INTERACTION THAT 
THE MEDICALLY SUPERVISED VOLUNTEER MAY HAVE WITH A STUDENT. 

E. Statistical data will be maintained from this appointment, though no personally 
Identifiable information will be recorded. The committee on AIDS Education for Youth 
will monitor all such statistical data. 



F. Information on where testing can be attained regarding antibody status will be provided 
upon request 

Reprinted with the permisston of Adams County School District 14. 



II. REFERRAL TO PHYSiaANS 

A. Once the confidential CX)NFERENCE HAS OCCURRED, those individuals REFERRED 
TO ABOVE, upon evidence from the administration of an Interviewer Protocol, will 
determine if the need e)dsts to refer a student TO THE SCHOOL NURSE. THE SCHOOL 
NURSE WILL THEN DETERMINE IF THE STUDENT SHOULD BE REFERRED ON FOR 
MORE IN-DEPTH MEDICAL EVALUATION. The Interviewer Protocol fonrn is attached to 
this EXHIBIT EBBC-E. 

B. Community physicians have agreed to participate with the full intent of this program 
through participation in a training effort completed during the summer of 1989 and by 
their awarertess of the district's policy. 

III. REQUEST. FOR CONDOMS 

A. The school nurse. AND appropriate medically supervised VOLUNTEERS may receive 
requests for the distribution of CONDOMS. 

B. The agencies listed in the policy as well as other primary health care providers in the 
community also will be available to receive such requests. 

IV. ACCESS TO DISTRIBUTION OF CONDOMS 

A. Following the completion of the appointment, distribution of condoms may take place. 

B. The agencies listed in the policy es well s other primary health care providers int he 
community also wOl be available to receive such requests. 

V. OTHER SERVICES TO PROVIDE FOR A CARING. SUPPORTING AND HELPFUL SERVICE TO 
STUDENTS 

A. During the initiation of the contract with the Student Advocate and/or School Nurse, 
other types of refen^s for services may be made as appropriate and needed. 
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reachi ng4the stars 
touchng]^^k£ future 

AoAMs County Schocx Disibci 14 



HIV EXPOSU RE RISK ASSESSMENT 

Sfff V®?^ following list carefully to determine your risk for HIV exposure If anv of 
these apply, you may want to consider having an HIV antibody test ^''P°^"^®- " ^ny of 

*ANY INFORMATION DISCUSSED IS CONFIDENTIAL* 

1 . If you or your sexual partner(s) used intravenous (IV) drugs since 1 979. 

2. If you or your partner(s) had sex with someone who has used IV drugs. 

3. If you or your partner ever had sex with anyone else. 

4. If any of your sexual partners have been sick with AIDS ARC fAIDS Related 
Complex), or tested positive for the AIDS antibody test (HIV posrtive). 

^' ^iv%^.°n7?oi^^^''^^^ ^^I^^f^^^ 'l^^® 3 '^'ood transfusion in the U.S. between 
1979 and 1985 or since 1979 in a foreign country. "ciween 

6. If you had artificial insemination with donor semen since 1979. 
^' w?h oVher^me^n. °^ P^'^"^'' ^^""^ "^^^ °^ ^ad sex 

^' imercourse. ^''^^ ^^"^ ""^^ ^ ^^^^ '"^'"^^^ a^^/or anal 

an'y°s wStt^e^^ ^^^^ ^^P°^^^ HIV or 



Reprinted with the permission of Adams County School District 14. 



CPO 1993— ATTACHMENT VII. I. G. 3 
HMltb SAXvictts Protoeol/Int«rvi«w«r Protocol 

» 

1 . What brought you in today? 

2. I need to know your name so that I can check to see if your name is on the parent 
decline list 

3. Confidentiality Statement: I need to record information onto this questionnaire in order 
to keep data for evaluation of this program. I want to emphasize that no names are 
being kept on the questionnaire. 

4. Descriptive information: [ ] Male [ ] Female Age: 

Ethnic background: [ ] Black [ ] Hispanic [ ] White 

" Asian or Pacific Islander 
American Indian or Alaskan Native 
Otiier: 

5. What do you know about condoms? How, when and where do you store and use 
condoms? 

6. Do you feel you are at risk for STD/HIV exposure ? [ ] Yes [ ] No 
If so, vrfhy (symptoms/behavior)? 

a) Do you know about STD/HIV testing? 

b) Where would you go to be tested? 

c) Are tiiere concerns connected with your partner? 

7. Where have you gotten STD/HIV Information? 

8. What are ways to avoid HIV exposure or infection? 

9. Do you have other questions or health concerns? 



10. How do you feel about this intenrtew/process? 
• What could we do differently? 
- Handouts 
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Issued: 9/12/89 2:^c o,-, 

ACSD 14, Colorado «^/^ 

Reprinted with the permission of Adams County School District 14. 
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II. PHILADELPHIA, PENNSYLVANIA 

In June of 1991, as one part of a comprehensive policy to address 
adolescent sexuality, the Philadelphia Board of Education approved a policy 
allowing condom availability on a trial basis in the city's public high schools. 

Philadelphia, the fifth-largest school district in the U.S., contains over 40 
high schools serving approximately 60,000 students. The racial composition of 
the student population in grades K-12 is: 63 percent African-American; 23 
percent white; 10 percent Hispanic; four percent Asian-American and less than 
one percent Native American. 

The development of Philadelphia's condom availability initiative demon- 
strates how addressing condom availability within a broad context of the 
complex issues of adolescent sexuality can Increase its acceptability. 

A. Chronology 

November 1990. The Philadelphia Task Force on Adolescent SexuaUty and the 
Role of the Schools in the Prevention of Pregnancy, HIV and other STOs is 
established by the board of education to address issues of adolescent sexuality, 
pregnancy, HIV and other STD prevention. Task force members include health 
professionals, educators, parents, community activists and religious leaders. 

March 1991 . The Task Force on Adolescent Sexuality issues a report outlining 
several programs and poUqr options i>ertainlng to adolescent sexuality. The 
options for condom availability range from prohibiting school condom iavailabil- 
\ty to putting vending machines in the schools. 

April-May 1991. The board of education holds eight community hearings over 
10 weeks throughout the city. The hearings are plaimed to cover the entire 
comprehensive policy, but most of the testimony focuses on condom availability. 
Hundreds of people on both sides of the issue participate. 

June 24, 1991. The board of education approves six to three a policy allowing 
condom availability in the public high schools as one component of a broader 
teen pregnancy, HIV and other STD prevention program and sexuality education 
plan. In addition to condom availability, the plan calls for a revision of the K-12 
abstinence-based curriculimi, the development and maintenance of a compre- 
hensive training program on adolescent sexuality for school staif and the 
creation of training and support resources, for parents. 

Fall 1991. Experts in HIV, minority health and adolescent medicine plan the 
implementation of condom availability. As part of the evaluation plan, focus 
groups are held with students to collect baseline information and refine the 
design of the drop-in centers where condoms will be made available. 

A Philadelphia group called "Parents United for Better Schools" files a suit 
to enjoin the school district from proceeding with the program. The group alleges 
that the program exceeds the scope of the board's authority and asks for a 
permanent injunction. 

December 16, 1991. The first school begins making condoms available through 
a drop-in center. 

May and Fall 1992. Condoms are available at nine schools. Two schools operate 
their condom availability programs in their school-based health centers. 
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B. Program Design 

Adolescent health "drop-In centers" are to be established in each of 
Philadelphia's 40 high schools. Students are free to visit these centers without 
appointments to receive counseling, health and social service referrals and 
condoms. The centers are integrated into already existing health care and 
student support program and complement the nurse, guidance counselors and 
family support staff. 

Each high school, through the principal in concert with faculty, health 
providers and parents, plans the details of its program. Each project conducts 
student focus groups to name the center, detennine certain activities and 
services and design the marketing scheme within the school. 

The drop-in centers arc centrally located and are open when students have 
free time (before school, after school and lunch time). There is no receptionist or 
secretary to create a barrier; students can walk in and talk to a professional 
immediately. Pediatricians supervise staff and activities. Counseling is con- 
ducted by social workers, nurses, health educators and, in some schools, 
medical or social work students. The centers contain areas for private counsel- 
ing, as well as for group sessions. 

The board of education's mandate specifies that school district funds not 
be used to run the program and that condoms be made available imder the aegis 
of a local health care organization. Actual providers of condoms must be 
pediatricians, social workers or health educators. Receipt of condoms must be 
accompanied by extensive counseling and education to include abstinence and 
effective use of condoms. 

At the beginning of the school year, the principal sends parents a letter, 
written in English and Spanish, with a return form by which parents can opt the 
student(s) out. 

Confidential records are maintained on rach encounter and include 
information on services provided, referrals made and any follow-up notes. 
Records are also kept on students whose parents withheld permission for 
participation; these students are not able to receive condoms, although they may 
obtain confidential counseling and referrals. 

Educational materials approved by the school district are available to 
students and parents at the center. Topics include AIDS, abstinence, STDs, 
pregnane}'- prevention, prenatal care, parenting skills, acne, drugs, cancer 
prevention, voter registration, local colleges and schedules for upcoming events. 

Each drop-in center is required to develop plans to make condoms available 
to students during the summer and school vacations. Some schools remain open 
over the summer, and their drop-in centers are also open. During the summer 
of 1992. arrangements were made with 32 family planning clinics where 
students could receive free condoms. 

C« Furtding 

The board of education's policy restricts the use of district funds for either 
staffing or condom purchase. Outside health organizations have organized and 
continue to administer the program. 

The Family Planning Council (the local Title X recipient) provided start-up 
funds for five centers, as well as technical assistance and training support for 
all of the centers. The board of education authorized the use of space in the 
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schools for the drop-in centers. Philadelphia's Department of Health provided 
500,000 condoms and $60,000 for educational brochures on HIV. STDs and 
condom use. After 1992, plans call for operation of the drop-in centers with a 
mixture of public and private funding. E^ch center's annual operating costs are 
$30,000. 

D. Evaluation 

Several types of evaluation are being conducted. Data, reported on a 
monthly basis by all drop-in centers, include the nimiber and demographics of 
users, number of initial and return visits, sendees provided, referrals made and 
the number of condoms dispensed. On a quarterly basis, this information is 
compared with the total school population to determine utilization rates and 
make comparisons. Focus groups with users and non-users of the centers are 
conducted periodically to monitor the effectiveness of the program. (See Attach- 
ment V.A in Chapter 5 for sample log forms.) 

The Family Planning Council conducted several focus groups with students 
to obtain their thoughts on program design. In addition, a written survey of other 
students was conducted. 

Funds are currently being sought to conduct evaluations measuring the 
impact of the program at both the individual and community level. 

CPO acknowledges the assistance provided- by Ms. Wendy MoJhoney, Pro- 
gram Manager at the Family Planning Coimcil tn the developmeftt of this 
chronology. 
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III. NEW YORK CITY, NEW YORK 

The New York City Board of Education made history on February 27th. 
199 1 , when It adopted an HIV/ AIDS education and prevention program that Is 
the most far-reaching of any school district in the United States. The Expanded 
HIV/ AIDS Education Program Including Condom Availability is a comprehen- 
sive education program that Includes condom availability — with no parental 
opt-out provision — for all students enrolled in New York City high schools. 

New York's is the largest school district in the country, educating close to 
one million students in 1,200 schools. The school district is ethnically and 
culturally diverse, as reflected in 1989-90 demographic data that show the 
school population is 37.8 percent African-American, 34.7 percent Hispanic, 
19.6 percent white and 7.8 percent Asian-American. New York City is one of the 
largest epicenters for the HIV epidemic and shows some of the highest seropreva- 
lence rates for adolescents in the country. 

The chronology of the New York City public schools* response to the AIDS 
epidemic demonstrates several Important points. First, the school district 
initially did little while the epidemic spread. Second, once leadership on the 
issue emerged* movement was very fast: condom availability was approved in 
February 1991, and by February, 1992, 15 high schools operated condom 
availability programs. By June, 1992, 112 of 124 liigh schools had programs. 
The fast pace was lmport8r?.t; the political reality was such that the longer the 
program took to be implemented, the more time the opposition would have to 
organize against it Third, school district persoimel were able to collaborate with 
a wide range of outside experts in planning and implementing the program. 

A. Chronology 

Pall 1985. In response to the disclosure that a second grader with AIDS 
would attend public school in the fall. Queens parents call for the child's 
expulsion and keep their children away from school. In the ensuing lawsuit, a 
department of health report reveals that between 200 and 2,000 public school 
children may have HIV. 

New York City Public Schools Chancellor Nathan Qulnones, in cooperation 
with Stephen Joseph, New York City Commissioner of Health, assembles an 
AIDS committee to deal with pediatric AIDS in the public school system. 
Qulnones calls for a day of HIV/ AIDS education In the classroom, the first in the 
city's public schools. 

October 1986. Six high-school-based health centers are the focus of press 
attention for providing condoms and birth control prescriptions as part of their 
health services. 

May 1987. Health Commissioner Joseph criticizes the board of education for 
not being vigorous enough in educating students about AIDS; he states that 
condoms should be made available in high school health centers to prevent the 
spread of the disease. 

June 1987. The board of education adopts a resolution preventing condom 
availability in school-based health centers. The resolution permits health center 
staff to write prescriptions for condoms and other contraceptives, and allows for 
parental opt-out. 

The Commissioner of the New York State Education Departme ^ ' promul- 
gates regulations regarding a statewide HIV/ AIDS curriculum and the require- 
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ment that every school district form an advisory council on HIV/ AIDS prevention 
education. 

Fall 1987. The New York State Department of Education issues an AIDS 
instructional guide for grades K-12. 

The New York City Public Schools Office of Health. Physical Education and 
School Sports convenes an Advisory Council on HW and AIDS in response to new 
state regulations. 

Biay 1989. As part of his implementation strategy for achieving compliance with 
the state mandates. Schools Chancellor Rlchsurd Green issues a memorandum 
mandating that students in grades 7-12 receive a minimum of six lessons, per 
grade, of HIV/ AIDS prevention Instruction. 

Jmnuaiy 1990. Joseph Fernandez becomes New York City Schools Chancellor. 
On his first day as Chancellor, ACT-UP (an AIDS advocacy group) demonstrates 
in firont of the board of education, building, calling for Improved AIDS prevention 
education in the schools. 

Spring 1990. Chancellor Fernandez conducts a survey, with the assistance of 
outside agencies, of over 300 schools to assess the status of AIDS prevention 
education. The Women's City Club, a local government watchdog agency, 
conducts a similar survcjr; both reveal that schools are out of compliance with 
chancellor's standards and state regulations. 

June 1990. A subcommittee of the Advisory Coimcil on HIV and AIDS presents 
the Chancellor with a position paper containing 13 recommendations, tacluding 
one to provide condoms through school-based centers serving high school 
students. 

August 1990. Chancellor Fernandez endorses all the recommendations of the 
Advisory Council on HW and AIDS, with the exception of condom availability. 

September 1990. U.S. News and World Report, in a profile of the chancellor, 
reports his plan to press for condom availability in city schools. The following 
day, all four New York dally newspapers cany lead stories about his desire to 
expand AIDS prevention education in the schools and to make condoms 
available to hl^ school students. 

AIDS activists, adolescent and public school advocates, parents and 
- students attend the first public agenda board meeting in September and show 
their support'for the chancellor's proposal. 

October 1990. To develop the expanded AIDS prevention education plan, the 
chancellor's staff convenes an internal working group of representatives from 
central administration ofilces, including: health, guidance services, substance 
abuse prevention, research, evaluation and assessment, public affairs and 
human resources. 

Chancellor Fernandez and a local union cosponsor the first city-wlde 
conference on AIDS education for parents, students and school faculty. 

The Coalition of Concerned Clergy organizes to oppose the chancellor's call 
for an expanded AIDS prevention education program. 

October-December 1990. The internal working group is convened, including 
parents, faculty and students, and develops a plan to achieve the chancellor's 
vision for expanded AIDS education. The draft plan includes condom availability. 
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December 1990. Chancellor Fernandez proposes that, under his plan, condoms 
be made available on request to high school students without parental consent. 
The New York State AIDS Advisory Council's Ad Hoc Committee on Adolescents 
and HIV unanimously endorses the ciiancellor's plan. 

A poll of 1 .0 10 New York City adulvs conducted by the Gallup Organization 
for New York Newsday shows 60 percent support condom availability in high 
schools. A miajority of men, women, whites, African-Americans, Hispanlcs, 
residents of four of the city's five boroughs. Catholics, Jews and parents (with 
and without children in public school) support the policy. Support also cuts 
across income groups and education levels. 

January 1991. A revised version of the chancellor's plan is released, incorpo- 
rating suggestions to include parents on each school's HIV/ AIDS team and to 
provide an 18-month phase-in period for implementation. 

February 1991. The NewYorkCityBoardofEducation holds an 11-hourpubllc 
meeting on the plan, for which 277 people sign up to speak. 

The board of education adopts the chancellor's plan by a narrow margin of 
four to three. . 

February-March 1991 . A committee composed of 12 high school principals and 
their health educators assists the chancellor's staff in writing implementation 
guidelines for condom availability. 

March 1991. Curriculum review begins, involving health educators, outside 
HIV/ AIDS professionals, currlculimi writers, central board of education oflaces 
and national leaders. 

Implementation guidelines are finalized and hand-delivered to eveiy high 
school (See Attachment G at the end of this case study: ^Expanded HIV/ AIDS 
Program Implementation.*"). 

Board of education member Carol Gresser of Queens axmounces she will 
Introduce a parental opt-out amendment to the plan at the board's next meeting. 

March-June 1991. A Training Committee is convened to design the training 
component of the program. Many outside organizations lend their expertise to 
this committee, including the city and state departments of health, the s^p.te 
education department, the state AIDS Institute, local community-based health 
providers, adolescent advocates and AIDS experts, including the American 
Foundation for AIDS Research (AmFAR). 

May 1991. Thirty-nine high school HIV/AIDS Education Teams (composed of 
staif, faculty, students and parents) submit plans to improve HIV/ AIDS educa- 
tion and make condoms available to students. A committee to review teams' 
proposals convenes with representatives from public health authorities, adoles- 
cent AIDS providers, unions, community-based organizations, health educa- 
tors, public school personnel and parents. This committee is charged with 
reading each HIV/ AIDS Education Team's plan and assessing the teams' 
readiness to receive condom availability training. 

June 1991. Based on implementation plans submitted, 16 high schools' HIV/ 
AIDS Education Teams are selected to receive training. The first training, 
sponsored by the NewYork Academy of Medicine, is attended by over 200 school 
community members including students, parents and faculty. 
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The chancellor's office secures the donation of 450,000 condoms from two 
leading condom manufacturers and $100,000 to establish a small grant 
program for student-developed AIDS education projects. In addition, approxi- 
mately $500,00Q Is raised to hire a team of HIV experts to assist the school 
district in implementing the program. 

July 1991, Chancellor Fernandez invites representatives of academic institu- 
tions from across the countiy to meet with him to discuss the Expanded HIV/ 
AIDS Education Program, Including Condom Availability. As a result of this two- 
hour meeting, outside organizations undertake eight evaluation initiatives. 

Summer 1991. Some board of education members discuss their intention to 
introduce parental opt-out provision. The advocacy community maintains its 
opposition to parental opt-out while those who oppose the entire plan voice their 
support for it. 

The Board of Regents, which sets public education policy for New York 
State, votes 12 to three to affirm current policy. The education commissioner 
rules that current policy permits condom availability programs in public 
schools. This action effiectively endorses the New York City plan, the only such 
initiative in the state. 

August 1991. The State Committee on Open Government, in an advisory 
opinion responding to a complaint lodged by the Public Education Association, 
rules that a closed executive session of the New York City Board of Education on 
parental opt-out violated the state's Open Meetings Law. 

For the first time since the passage of the plan, the board holds a discussion 
at a public meeting of the addition of a parental opt-out amendment and places 
the issue on its calendar. 

September 1991. The board of education votes four to three to defeat parental 
opt-out. 

Fall 1991. The board of education appoints an HIV/ AIDS Advisory Counsel, in 
compliance with state law. 

November, 1991. A lawsuit, Alfonso u. Fernandez, is filed by Michael Pctridcs, 
a member of the board of education, and two parents from Staten Island in the 
New York State Supreme Court of Richmond Coimty. The plaintiffs claim the 
chancellor's condom availability plan violates parents* rights by not including 
parental opt-out. 

November 1991. Training begins in two of the first 16 schools to implement 
condom availability programs. 

January 1992. Condom availability programs are in place in 15 of the 16 
schools, reaching more than 35,000 students in communities across the city. 

April 1992. On April 23, the New York Supreme Court rejects all claims in 
Alfonso V. Fernandez, upholding the right of the board of education to make 
condoms available to high school students without parental consent. (In New 
York, the Supreme Court is the trial court, the Appellate Division is the 
intermediate appellate court and the Court of Appeals is the court of last resort.) 
Plaintiffs filed an appeal and oral arguments were heard in January, 1993. 

May 1992. The board of education adopts a resolution requiring that abstinence 
be stressed more than half of the time when discussing AIDS prevention and that 
condom usage never be represented as equal to abstinence as a prevention 
strategy. Additionally, the resolution calls for a "morality oath** that must be 
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Signed by all outside agencies and individuals seeking to present AIDS 
education in schools; the oath requires that signers adhere to the rules about 
abstinence messages. 

June 1992. One hundred twelve of 1 24 high schools are approved to Implement 
the condom availability portion of the comprehensive HIV/ AIDS prevention 
education program. 

July 1992. The New York Civil Liberties Union. In cooperation with physicians, 
parents, students and public officials, files suit with the New York State Depart- 
ment of Education in Knowledge v. Board ofEdtication of the City of New York. 
The New York Civil Liberties Union claims that the board's abstinence require- 
ment conflicts with state regulations and law concerning other education goals 
and policies, as well as violates faculty and student rights of academic freedom. 

The Commissioner of the New York City Department of Health publicly 
denounces the "morality oath" as an Impediment to effective AIDS education. 

September 1992. The "morality oath" is released for use. (Of more than 60 
community organizations that have assisted In providing HIV/ AIDS education 
and services. 40 have refused to sign this pledge and have been barred from the 
schools as of the end of 1992.) 

HIV/ AIDS EJducation Teams in remaining schools continue to be approved 
for training and implementation. 

The board of education repeals the policy prohibiting school-based health 
centers from providing contraceptives. 

October 1992. A hearing on the "morality oath" is held before New York's top 
education official. State Commissioner of Education Dr. Thomas Sobol. who Is 
empowered to review all decisions by local school boards. 

February 8, 1993. The State Commissioner of Education overturns the 
"morality oath." stating the board had overstepped its authority and infringed 
upon teachers* rights. 

Pebrnary 10, 1993. The board of education votes 4-3 against negotiating a new 
contract with Chancellor Fernandez when his present term expires in June. 
Board members voting against Fernandez cited his authoritarian manner and 
habit of mlcromanaging as well as their desire to focus attention on "basic" skills 
rather than "peripheral" social issues. The members who opposed Fernandez 
represent outlying boroughs where his concentration on AIDS and other social 
problems met with greatest opposition. 

S- The Expanded HIV/AIDS Education Program 

The chancellor's plan for an expanded HIV/ AIDS education program seeks 
to raise awareness about HIV/ AIDS and to encourage students to adopt risk- 
reduction behaviors including effective condom use. abstinence firom sexual 
intercourse and the elimination of drug use. The program mandates that each 
New York City public high school form an HIV/ AIDS Education Team that 
includes teachers, parents, students, the school principal and other school staff 
and may be supplemented by HIV/ AIDS educators and experts. The principal is 
responsible for the success of the program. 

In *.eeping with the chancellor's agenda of encouraging school-based 
decision-making, the teams arc the primaiy planners of HIV/ AIDS education in 
their schools. Each year, teams must provide a minimum of six lessons on HIV/ 
AIDS to each grade and an HIV/ AIDS information session for parents. 
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C. Program Design 

Each school's HIV/ AIDS Education Team must design an HIV/ AIDS 
education plan based on the chancellor's guidelines. The condom availability 
portion of the plan must meet several guidelines. 

First, the teams are mandated to designate at least one area within the 
school as a health resource site where condoms and other health resources will 
be made available by a volunteer staff member. The site cannot be in the school- 
based health center where, according to an earlier board of education resolution, 
contraceptives cannot be made available. fThis restriction was lifted by the board 
of education in September, 1992.) 

Second, the site must be staffed at least 10 periods each week at a variety 
of times during the school day. Schools are encouraged to arrange more staffing 
time if possible. Condoms can also be made available before and after school or 
at other times convenient to students. The schedule of all he Jth resource site 
hours must be posted and accessible to all students. 

Third, at least one male and one female volimteer must be identified to 
make condoms available to students. These individuals will be responsible for 
providing condoms upon request and answering questions based on their 
training. Each condom given to a student is accompanied by a manufacturer's 
pamphlet explaining correct usage. Pamphlets are available in all languages 
spoken by public school students. 

Fourth, each school's plan must describe the process by which every 
student will be informed about all services provided on the school site, including 
the availability of condoms and counseling, the names of staff who have 
volunteered to staff the sites and members of the HIV/ AIDS Team. 

Once a school's team has completed training, a site visit by the committee 
is scheduled. At that visit, team members must agree they are ready before they 
are authorized to make condoms available. 

O. Training 

A range of organizations provides pro bono training services. These include 
AIDS organizations, youth-serving agencies, universities, state and city health 
departments and the United Federation of Teachers. Twenty-five different 
organizations lent trainers and training expertise to the fir?t round of training 
in 1991. 

Participation in training is required of all schools' HIV/ AIDS Education 
Teams. It is offered to parents, students, faculty and staff on the teams. 
Response to the inclusion of these constituencies has been overwhelmingly 
positive. The training design Includes three components: 

1 . A half-day orientation session for all HIV/ AIDS Education Team 
members (parents, students, faculty, staflQ focusing on information 
and motivation. 

2. A fiill-day training for all team members, including students and 
parents, focusing on team building, understanding adolescence and 
gaining information about HIV infection and related health topics 
(Tier I). These sessions are conducted in small groups to facilitate 
interaction. 

3. Two full days of training for faculty and staff only, focusing on 
learning and practicing relevant skills for counseling and providing 
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condoms. Topics Include: encouraging abstinence and resisting peer 
pressure; risks of use and misuse of condoms; adolescent sexuality 
and development; communication skills-building and referral 
sources filer 11). (See Attachments IV.F and G, ^Components of 
Training" and "Guidelines for Individual Counseling" in Chapter 4.) 

£. Funding 

The New York City Public Schools receive federal and state funds for AIDS 
prevention education. That funding is used for curriculvmi and staff develop- 
ment to Implement the Expanded HIV/ AIDS Education program. More than one 
million dollars in private funds, almost half firom the Aaron Diamond Founda- 
tion, were raised to implement the condom availability portion of the comprehen- 
sive plan. Those funds were used to support the hiring of technical assistance 
teams comprised of HIV/ AIDS experts and to Implement a small grant program 
for student-developed AIDS education programs. Carter-Wallace, Inc. and 
London International, two leading condom manufacturers, donated condoms 
for the first year of the program; Carter-Wallace. Inc., agreed to donate condoms 
for the second year. 

F. Evaluation 

Karen Hein, Professor of Pediatrics, Associate Professor of Social Medicine 
and Epidemiology at Albert Einstein College of Medicine and Director and 
founder of the AIDS and Adolescents Program at Montcfiorc Hospital provided 
the chancellor with pro bono assistance and advice in the recruitment of outside 
organizations to conduct a longitudinal study of the impact of the program on 
students. 

Eight different outside evaluators are engaged In evaluating various 
segments of the entire expanded HIV/ AIDS prevention education plan for grades 
K-12. A collaborative effort of the. National Center for Health Education, the 
Academy of Educational Development, New York University and Hunter College 
focuses on an evaluation of the condom availability program. 

The OflBce of Research, Evaluation and Assessment (OREA) of the New York 
City Public &^hools is responsible for the in-house doctmientation and evalua- 
tion of both the training and program implementation. 

OREA staff evaluated the training of the school HIV/ AIDS Education Teams 
by observing most of the trainings in the fall of 1991 and taking extensive field 
notes. Participant feedback was obtained through anonymous, self-adminis- 
tered questionnaires filled out after all trainings. Participant surveys elicited 
feedback in the following areas: 

^ overall assessment of the usefulness of the training 
^ assessment of how informative participants find each component of 
the training 

❖ assessment of the relevance of the material presented 

Identification of additional needs for information, training, technical 
assistance and other resources 

participants* comfort level with their role in planning and 
Implementing the program. 

OREA staff also document and assess the implementation of the program 
in the schools. Througli qualitative analysis, the research identifies strategies, 
activities and school characteristics associated with program "success** defined 
by each school. In addition, the research documents barriers encountered and 
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methods for overcoming them. Data are gathered from a sample of schools by 
means of site visits, interviews and focus groups. This evaluation explores the 
following areas: 

❖ composition, roles, responsibility and function of the HIV/AIDS 
Education Teams 

❖ implementation of the HIV/ AIDS curriculum. Including integration 
of the topic into diverse subject areas, assessment of training 
curriculum and resource materials and gaps 

❖ types of activities conducted to increase knowledge, build HIV/ AIDS 
awareness or change attitudes 

❖ student, teacher and school response to condom availability, 
including number of student "visits" for condoms and the types of 
Information and counseling requested 

❖ parental involvement. 

CPO acknowledges the assistance provided by Ms. JiR Blair, former Assis- 
tant to Chancellor Joseph A. Fernandez, in the development of this chronology. 
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Expanded HIV/AID8 Progru lBpl«i«ntation 6uid«lin«s, N«v York City 




OFFICE OF THE CHANCELLOR 



JOSEPH A. FERNANDEZ 



MCTORANDUM 

March 26, 1991 

TO: HIGH SCHOOL SUPERINTENDENTS, HIGH SCHOOL PRINCIPALS, 

PARENT ASSOCIATION PRESIDENTS, SBM/SDM CHAIRS, UFT 
CHAPTER CHAIRS, HIV/ AIDS EDUCATION TEAMS 



FROM: Joseph A. Famandaz 
Chancallor 



SUBJECT: Expanded HIV/ AIDS Program Implementation Guidelines 



Attached are guidelines for program implementation of 
the Expanded HIV/AIDS Program Including Condom Availability. 
These guidelines vere devised in consultation with high school 
principals, health educators, and guidance staff. Please do not 
hesitate to call on my staff if we can be of any assistance. 
Individuals and their numbers are included in the guidelines. 

I want to thank everyone who has been involved in this 
process and wish you great success in developing individual 
school plans. You have my full support. 

JAF:sw 
Attachment 
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School-based or school-linked health centers, located on or near school 
grounds, provide primary medical and mental health services for students 
enrolled in their programs. They ^icalljr represent a collaborative effort on the 
part of the school and the local health department community health center or 
local hospital to meet the needs of adolescents with few alternative sources of 
health care. School-based health centers (SBHCs) are usually staffed with a 
nurse practitioner or physician's assistant a part-time physician, a social 
worker, a health educator and a receptionist. Research indicates that these 
centers create accessible and comfortable environments for meeting students* 
health-related concerns. 

Confidential, free and easily accessed, SBHCs provide a logical place to 
make condoms available. Nearly all provide some £amily plaiming servrlces, 
including coxmseling and referral for contraceptives. However, ohfy about 18 
percent of SBHCs provide condoms and other contraceptives on site. Restrictive 
state or local policies limit sendees at the majority of centers. 

In a few states, laws prohibit contraceptive services on school groimds. 
Most often, whether an SBHC provides family plaiming services is a policy 
decision made by the local school board or sponsoring health agency when the 
center is authorized. Many centers, seeking to avoid controversy and reUgious 
• opposition, have chosen not to offer contraceptives on site. 

Recentty, in light of the epidemic number of teens Infected with sexually 
transmitted diseases (STDs) and risking exposure to HIV, some schools have 
revisited their policy regarding student access to condoms through the SBHC. 
This chapter describes condom availability programs that operate in SBHCs, as 
well as more general characteristics of SBHCs, including the services they 
provide, their funding sources and their stafiOng patterns. It also takes a closer 
look at three cities — Baltimore, Maryland; Portland, Oregon and Chicago, 
Illinois — '*with strong school-based adolescent health programs. Through 
leadership from the public health department and broad-based community 
support, Baltimore and Portland centers have recently esqpanded services to 
include condom availability. From their beginning, health centers administered 
by the Ounce of Prevention Fund of Chicago have provided condoms and other 
family planning senrices as an important component of comprehensive primary 
care services. 

The Center for Population Options (CPO) gathered this information through 
a survey of SBHCs that offer access to condoms. Forty health centers completed 
a questionnaire concerning available services, policy and client population. 
Twenty-seven provided CPO with more detailed information on their condom 
availability programs through a telephone interview. 

Results from this survey and the subsequent case studies reveal how 
condom availability programs function within the context of comprehensive 
health services provided by SBHCs. 

I. CHARACTERISTICS OF SBHC CONDOM AVAILABHJTY 
PROGRAMS 

Condoms may be made available atjunlor high, middle or even elementaiy 
school health centers If the community, policy makiers. students and educators 
deem It advisable, but programs are usually conducted in senior high schools 
as part of HIV/ AIDS and teen pregnanty prevention efforts. 
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A policy of condom availability may be Initiated for a number of reasons: 
SBHC staff identifying high levels of STDs; students finding condoms inacces* 
sible; parents* school board members, or community professionals wishing to 
prevent adolescent HIV transmission. 

In the majority of SBHCs surveyed* center staff or the local health 
department provided the initial leadership and source of support for the policy. 
However, leadership has come from other sources as well: parents; school 
boards; community-based organizations; the school administration; students 
and state or local governments. 









IN SBHCS (W = 39) 








PBfCMt 


Numb9r of SBHCs 


SBHC sponsor or staff 


26% 


10 


Local health department 


20% 


8 


Other local government 


10% 


4 


Parents 


10% 


4 


School boards 


6% 


3 


Communily-based organizations 


8% 


3 


School administration 


8% 


3 


State agency 


5% 


2 


Students 


5% 


2 



A, Purpose 

Many SBHCs hope to reduce or prevent high rates of teen pregnancy. HIV 
and other STDs through condom availability. Sixty percent of responding 
centers indicated that a high teen pregnancy rate was an impetus for their 
condom availability program. Thirty-eight percent responded that high rates of 
sexual activity influenced the decision to begin condom availability. Twenty-five 
percent included high rates of HIV/ AIDS or other STDs as a motivation for 
implementing condom availability programs. Condom availability programs are 
often components of a larger health education effort Almost two-thirds of 
schools surveyed alreacfy had a comprehensive HIV prevention or sexuality 
education program. Most of the remaining schools are planning to implement 
such a program* 

Pew SBHCs conducted a formal needs assessment on the demand for, or the 
availability and accessibility of» condoms in their commimity. In response to 
CPO's survey, eight percent (3) indicated condoms were not available to teens 
outMde the SBHC; 73 percent (29) said condoms were somewhat available. 
Tweaty percent (8) did not know how accessible condoms were for teens in the 
commimity. Overall, 55 percent (22T reported they were aware of other low- cost/ 
finee sources for condoms in their communities, usually from community centers 
or health agencies. Sometimes these programs were formally linked with their 
SBHC. 
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Number of SBHC9 


High tccn pregnancy rate 
High sexual activity rate 
High HIV/AIDS/STD rate 
Other 

*Totals are more than 100 percent b 
one reason for implementing the pro 


60% 
38% 
25% 
5% 

ecause some SE 
gram. 


24 
15 
10 
2 

(HCs gave more than 



B. Administration 

Generally, condom availability is administered as part of regular health 
center services, although some SBHCs participate In a district- or city-wide 
program to make condoms available to students. 

Responding SBHCs report that condoms have been available from two to 1 4 
years, with a mean of 5.5 years. Two-thirds of the programs have been In place 
six or fewer years. The great majority (87 percent) of centers made condoms 
available during service hours, five days per week. Only one health center 
reported being open on Saturday. On average, condoms were available Monday 
through Friday, approximately eight hours per day. 

When schools are closed for extended periods of time, such as summer and 
holiday vacations, many centers continue their services, including condom 
availability. Seventy-five percent of SBHCs surveyed were open during the 
summer; 60 percent operated during teacher workdays and in-service days, and 
48 percent were open during school holidays. 

C. Participation 

Most SBHCs require clients to be enrolled In order to receive certain 
services. Enrollment usually means the student has a parental consent form on 
file. Some services — such as access to condoms — may be available to 
Individuals who are not enrolled. Over one-third of centers surveyed limited 
access to condoms to enrolled students. Some programs provided condoms to 
any student in the school, and others made condoms available more widely. 
Among the non-student populations served were students* siblings, area adoles- 
cents, out of school youth and faculty and staff. 
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1 






Number of SBHCs 1 


students enrolled in SBHC 


100% 


27 j 


Children of students 


41% 


11 


Students not enrolled in SBHC 


22% 


6 1 


OLuaenis not enrouea in D£ise scnooi 




^ I 


Any adolescent in area 


15% 


t 

4 1 


Out-of-school youth 


11% 


3 1 


Students' siblings 


11% 


3 


Teachers and staff 


7% 


2 



D. Condom A vmUability Location 

Most centers reported that condoms were available at their site, in the 
school nurse*s office* through grab bags« in specific classrooms or at more than 
one site. The table below indicates the point(s) of availability at the 40 SBHC 
programs surveyed. 



sCHoots (rr= 4&) 






sne 


Percent* 


Number SBHCs 


SBHC 


85% 


34 


Nurse*s office 


10% 


3 


Classroom 


5% 


2 


Baskets or grab bags 


5% 


2 


Vending machines 


0% 


0 


Other 


15% 


6 


^otal is more than 100 percent because some sites make condoms 
available at more than one location. 



Thirty-five health centers reported the number of condoms provided per 
visit ranged firom two to 48 with an average of 9.5. The total nimiber of condoms 
dispensed by the program varied depending on the size of the school and the 
design of the program. Twenty-six centers dispensed from 10 to 5.000 condoms 
each in an average month, the average number per SBHC being 2*074 per 
month. The median used per month was 1,824 per school program. 
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£. Staffing 

SBHCs are usually staffed by a number of medical and psychosocial 
professionals, many of whom are well trained in areas of adolescent sexuality. 
Forty percent of the SBHCs surveyed, however, required additional training for 
staff involved in condom availability. The most prevalent topics were the AIDS 
epidemic and HIV infection, other STDs and pregnancy prevention. Fewer 
centers train staff to communicate with teens or educate teens on condom use. 
Training is usualty provided by city, county or state health departments, 
although center staff and outside trainers may also be used. 

F. Counseling and Education 

Counseling and education are important functions of any school-based 
health center. Health education concerning HIV, STDs, pregnancy, sexuality 
and condom use should be included in a comprehensive condom availability 
program and can be delivered in the center and/or in the classroom. 

Seventy-two percent of the SBHCs responding reported a counseling 
requirement for students to obtain condoms. Of the 12 SBHCs that did not 
require counseling in order for students to acquire condoms through the 
program, 66.7 percent (8) reported counseling was available. Sixty-five percent 
(26) of all SBHCs surveyed reported that, when a student makes a return visit, 
they attempt to assess whether the student was using condoms properly. 

All health centers that miade condoms available provide information and/ 
or counseling on their use, and a majority were Involved In HIV/ AIDS and 
sexuality education in the classroom. The table below Indicates the type of 
counseling and education available, and who provided it in the schools sur- 
veyed. 



IN SBHCS wfra CO 


NDOM AmfflEffUTY (N = 27) 




SBHC 
Provided 


Health Center A 
School Provided 


School 
Provided 


Information and/or 

counseling on condom use 


100% (27) 






AIDS education 


100% (27) 






HW counseling 


78% (21) 


4% (1) 




Sexuality counseling 


67% (18) 


30% (8) 




AIDS education in classroom 


59% (16) 


30% (8) 


11% (3) 


Sex education in classroom 


59% (16) 


30% (8) 


7% (2) 
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G. Family Planning Se/v/ces 

Many condom availability programs are part of comprehensive family 
planning sendees provided at an SBHC. While it is not necessary to provide 
comprehensive services to provide condoms, it is apparent from the table below 
that many of the SBHCs in this sun^ey do. 







SBHC Providing 1 


Condoms 


100% (27) i 


Counseling for birth control methods 


)00%(27) \ 


Follow-up on contraceptive use 


100% (27) I 

>< 


Pregnancy tests 


100% (27) • 


Examinations for birth control 
methods 


i 

93% (25) 1 


Spermicidal foam 


93% (25) 1 


Referrals for counseling & other family 
planning services 


89% (24) 


Prescriptions for birth control pills 


78% (21) 


Referrals for contraceptives 


74% (20) 


Other contraceptives dispensed 


74% (20) 


Other contraceptives prescribed 


37% (10) 



H. Sources for Condoms 

The SBHCs surveyed dispense an average of approximately 2,000 condoms 
per month. These condoms may be purchased from a condom distributor or 
health agency, although many SBHCs receive condoms free. The most common 
source of donated condoms is the health department (67 percent of centers 
responding) ; however, they also may be provided by the manufacturer or another 
agency. The source for condoms may differ from that of other contraceptives. 





Source for Condoms 


In-Kind donation* 


Purchased* 


Health department 
Manufacturer 
Outside agency 

*Total is more than IOC 
source for condoms. 


67% (27) 
0% (0) 
10% (4) 

percent because some SB 


8 % (3) 
12.5% (5) 
10 % (4) 

HCs have more than one 
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/. Funding Sources for Condom Availability and Family Planning 
Programs 

In many cases, condom availability programs arc funded as one component 
of a larger famity planning program. The majority of the SBHCs surveyed (90 
percent) receive either funding or condoms from state health organizations or 
city/ county governments. State and dty/ county health organizations arc also 
the primary sources of funding for family planning services, with 72 percent of 
centers citing them as funding sources. About one-fourth of centers reported two 
or more sources of funding for their condom availability programs. Six centers 
reported two or more sources of funding for their family plarmlng services. Many 
used the same funds to operate both programs. Only one center reported that 
it required fees for condoms and family plarmlng services from its clients. 



FUNDING SOURCES FOR SBHC CONDOM AVAILABILITY 
AND FAMILY PLANNING PROGRAMS, SBHCS WITH 
CONDOM AVAILABIUTY PROGRAMS (N = 40) 




Ck>ndom 


Family 




Availability* 


Planning* 


state health department 


50% (20) 


45% (18) 


City/ county government 


40% (16) 


35% (14) 


Private foundation 


18% (7) 


13% (5) 


Community health center 


15% (6) 


13% (5) 


Patient fees 


5% (2) 


7% (3) 


Matching block grant 


5% (2) 


5% (2) 


Title X 


5% (2) 


3% (1) 


Private insurance reimbursement 


5% (2) 


3% (1) 


School district 


0% 


0% 


•Percentages total more than 100 percent because of multiple funding 


sources. 
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J. Community Support 

The overwhelming majority (96 percent) of the 40 centers surveyed reported 
that their condom availability programs had "more popular support" than 
opposition in their communities. The same majority also reported that condom 
availability programs had "more parental support" than opposition. Of centers 
responding, 86 percent reported conflicts had been resolved in their communi- 
ties. Of the five centers reporting that controversy was not resolved, three 
reported either a specific group that opposed the condom availability program 
(such as the local FTA) or an individual event that brought negative attention to 
the program (such as a newspaper column) . Twelve centers (30 percent) expected 
some form of controversy to reoccur. 
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CPO also asked If there had been attempts to expand or restrict operations 
or funding through poUcy action in either 1990-91 or 1991-92. Of 40 SBHCs, 
only 8 percent (3) said funding restrictions were placed on the condom availabil- 
ity program. Only one center reported that policy restricted family planning or 
condom availability for the 1990-91 and 1991-92 school years. 

AC. Evaluation 

Given that SBHCs with condom availability programs dispense an average 
of over 2,000 condoms per month, it is evident students use the service. More 
detailed evaluation, however, is needed to assess impact. Only 10 percent (4) of 
the SBHCs surveyed had an evaluation component as part of their program. Of 
the 36 centers that had not evaluated their programs, 33 percent (12) were 
plaiming an evaluation. 

n. SBHCS WITH CONDOM AVAHABHITY: GENERAL 
INFORMATION 

A. Demographics of Sc\ vols witti SBHC Condom A vailability 
Programs 

The 27 health centers responding to CPO's telephone survey reported that 
the population of the schools served ranged from Just over 300 students to 
approximately 10,000 students. The average number of students in schools 
connected with responding centers was 1,929. Over two-thirds of the centers 
served schools with more than 1 ,000 students and one-fifth served schools with 
more than 2.000 students. 

The racial and ethnic composition of the schools where an SBHC with a 
condom availability program exists is similar to the demographics of populations 
of schools with SBHCs nationwide. The table below examines the demographics 
of the populations of schools served by SBHCs, schools served by SBHCs that 
o£fer condom availability, and the overall U.S. school population. 



CONDOM AVAILABILITY AND U.S. TOTAL 
SCHOOL POPULATION 




Schools with 
SBHC» 


Schoolt with SBHCt 
and Condom 
Availability 


U.S. K-12 
Total* 


White 

African-American . 
Non-Hispanic 

Hispanic 

Asian/ Pacific Islander 
Other/Native American 

•Source: U.S. Bureau of Census, 


29% 

42% 
24% 

2% 

3% 

1990 Figures. In 


27.8% 

51.6% 
13.3% 

4.6% 

2.9%* 

eludes all K- 12 pubUc/prlvs 


68.8% 

15.7% 
11.2% 
3.4% 
0.9% 

ite enrollment. 
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B. SBHC Enrollment 

School-based health centers provide care for students enrolled In their 
programs. These students may attend the school where the center is based or 
attend other schools linked to the health center. Many SBHCs provide services 
not only for students within their schools but for students' siblings and children, 
teachers and sta£f. 

Students are enrolled in a SBHC by their parents, who must sign a 
consent form permitting the child to receive services. Eighteen centers 
provided CPO with figures indicating the number of students enrolled. 
Enrollment in SBHCs with condom availability ranged fix>m 259 to 2,782, with 
an average of 981 enroUees. Twenty-five SBHCs provided figures for total users 
ranging from 266 to 2,748, with an average of 775. Twenty-five schools also 
provided figures for total visits per year, with a range of 488 to 8,428 and an 
average of 2,889. 

C. Insurance Coverage of Population Served 

Many SBHCs serve students who have little access to private insurance. 
Twenty health centers with condom availability provided information on the 
insurance coverage of the students they serve. All reported that at least 20 
percent of their students had no insurance coverage; only three centers reported 
that more than one-third of their students had private Insurance, and 15 of the 
18 responding centers reported that 20 to 50 percent of their enrollees had 
coverage under Medicaid or an equivalent program. The table below displajrs the 
averages for the types of insurance coverage reported by the 18 SBHCs. 







I 


No insurance 
Medicaid or equivalent 
Private insurance 

(Sum does not add to 100 percent due to roui 


43% 1 
36% ] 
19% 1 

idlng.) ] 



D. Location of SBHCs with Condom A vailability Programs 

School-based health centers can be located on or near school grounds. The 
location may be a fimction of available space, school poUqr, or a health center 
sponsor's decision. Of the 27 SBHCs responding, the great majority were school- 
based (85 percent) as opposed to school-linked (15 percent). Several of the school- 
based centers were linked to other school populations as well as their own. As 
expected, the majority (77 percent) served senior high schools. A smaller number 
served junior hl^ schools or middle/junior high school populations or combina- 
tion Junior hlgh/elementaiy schools. 
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£. Other A vailable Services 

Health centers provide a variety of services for their clients, ranging from 
sports physicals to prenatal care. Condom availability is usually only one 
component of a comprehensive program. The table below displays the services 
provided by the 27 responding health centers. 



(N - 27) 






Services Offered 


Percentage 


Number of SBHCs 


General primary care 


100% 


27 


Routine or sports physicals 


100% 


27 


Lab tests 


100% 


27 


Immunizations 


100% 


27 


Dispensed medications 


100% 


27 


Diagnosis and treatment of minor 
injuries 


96% 


26 


Chronic illness management 


96% . 


26 


Diagnosis and treatment of STDs 


96% 


26 


Assessments and referrals to private 
physicians 


. 93% 


25 


Prescription for medicine 


81% 


22 


Referral for prenatal care 


81% 


22 


EPSDT screenings 


78% 


21 


Prenatal care 


52% ■ 


14 


HIV testing 


44% 


12 


Pediatric care 


37% 


11 


Dental services 


7% 


2 
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F. Hours of Service Delivery 

School hours and operating hours for the SBHC closely correspond. Most 
of the health centers indicated that services are available eight hours a day, 
Monday through Friday. Only one health center was open on Saturdays, for four 
hours on alternating weeks, 

G. Parental Consent 

Most SBHCs require some type of signed parental consent form for the 
student to receive services. The most prevalent type of parental consent lists all 
ser/ices provided by the ht:alth center; parental signature indicates permission 
for students to receive all services. Most forms also contain a notice that the 
student may receive certain services, such as treatment of STDs, without 
parental consent, as mandated by state law. 
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Responding SBHCs also report that they use different consent forms for some 
services. For example, consent for the student to receive general services at the 
SBHC may be separate firom consent for HIV testing. Many SBHCs have a policy 
that once a student has a signed consent form on record, then he or she Is eligible 
to receive services for the duration of his or her enrollment In that school. 

H. Sponsoring Agencies 

SBHCs are sponsored by a nimiber of state and local agencies. The CPO 
survey indicates that SBHCs with condom availability programs are most often 
supported by public health organizations. Overall, this support, as demon- 
strated by funding. Is solid; of responding health centers, 85 percent reported 
their funding Is committed beyond the current fiscal year. 



AvmABIOTt (N = 27) 




1 




1 


Sponsoring Agsnciss 


P»rc»ntage 


Number of SBHCs | 


Public health department 


63% 


17 1 


Community health clinic 


11% 


3 1 


Community-based organization 


4% 


1 1 


Hospital/ medical school 

Adolescent health department 


7% 


2 


Pediatrics 


0% 


0 


Family practice 


4% 


1 1 


School system 


4% 


1 j 


Other 


15% 


4 1 


♦Percentages total more than 100 percent because some SBHCs have 
multiple sponsors. \ 



in. CASE STUDIES OF EXISTING SBHCS WITH CONDOM 
AVAILABIUTY 

The following case studies examine the policies and procedures of school- 
based health centers where condoms have been made available. 

A. Baltimore, Maryland: Case Study of a City Program 

In 1985, the City of Baltimore recognized that despite the activities of 
several pilot projects In the area, health care for many adolescents remained 
inadequate. Young males, in particular, often seek health care services in STD 
clinics or emergency rooms, while young females often seek primary care in 
family planning or prenatal clinics. The opportunity to expand services came 
through the Early and Periodic Screening, Diagnosis and Treatment (EPSDT) 
program*s funding for case management, which the Baltimore City Health 
Department (BCHD) used to begin a Comprehensive School Health Services 
Program. 
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Baltimore now supports eight SBHCs and two clinics sponsored by commu- 
nity health centers, to provide health services to in-school youth, and to address 
inadequate preventive health services for local adolescents.' 

Goals for Comprehensive School Health Services Program: 

♦ Improve access to preventive and primary health care for 
adolescents in the program schools. 

♦ Promote positive health behaviors, including primary prevention 
and early detection of risk-taking behaviors. 

^ Increase health knowledge and enhance decision-making skills. 

Chronology 

1985. Mayor's Task Force on Adolescent Pregnancy Prevention issues recom- 
mendations for school-related health care delivery program. Seven SBHCs open. 

1985- 1990. Vouchers for contraceptives arc made available. 

December 1989. Mayor's Council on Adolescent Pregnancy endorses reproduc- 
tive health services, including contraceptives, for all yoimg people in Baltimore 
City. Council recommends linking school-based and neighjborhood clinics and 
all middle. Junior and senior high schools. 

Spring 1990. Eighth SBHC opens. 

Parents of SBHC enrollecs are surveyed on attitudes toward contraceptive 
availability in centers. 

Fall 1990. Authority to dispense contraceptives is granted. 

September 1990. Contraceptive availability policy is implemented. 

Community Involvement in Expansion of Service 

The cooperation of local govenmient and local communities, through the 
SBHC advisory board and parents of school-aged children, played a significant 
role in changingthe policy to make contraceptives available in Baltimore SBHCs. 
In 1989, the BCHD surveyed a sample of 262 parents of SBHC enrollees by 
telephone regarding their attitudes toward the center, its services, quality of care 
and contraceptive distribution. These attitudes were important in shaping 
Baltimore's policy. 

Overall, parents accepted the SBHC program in their local schools. Ninety- 
four percent of parents interviewed thought that the centers should offer 
counseling about abstinence, while three percent disapproved and three percent 
responded that they did not know. Ninety-six percent of parents supported 
counseling about family planning/ pregnancy, with only three percent who 
disapproved and two percent who responded that they did not know. 

Forty-five percent of the parents interviewed had previously communi- 
cated, usually by telephone, with the SBHC staff. Fifty-seven percent rated the 
quality of care at the centers as excellent or very good, 1 1 percent rated the 
quality as good, and only one parent felt that the quality of care was poor; 32 
percent of the parents interviewed were unable to rate the quality of care. (The 
survey questions and results can be found in Attachments ni.A.l and 2, 
respectively.) 
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Based on the results of this survey, the contraceptive availability program 
in the Baltimore schools was implemented in September 1990, with counseling 
and appropriate medical care as a prerequisite for students receiving this 
service. The efforts of the program administrators in Baltimore provide an 
excellent example of working with the community to enhance the success of the 
program. 

Several specific aspects of the Comprehensive School Health Services 
Program with the contraceptive availability component have particularly en- 
hanced its success: 

❖ The comprehensive program was established specifically to address 
the prlmaiy health care needs of In-school youth in Baltimore, with 
an emphasis on primaiy prevention. 

❖ The program was established by the local health department, with 
support from the mayor's task force and city commissioners. 

❖ Parents were involved prior to the establishment of contraceptive 
availability, and their support rendered the program implementation 
relatively free of community controversy. 

❖ Each primary health care center functions as a component of the 
city-wide program, now active in eight schools. 

Through these mechanisms. Baltimore's program has achieved the support 
and enthusiasm of the local community, providing an environment in which the 
primary health care program can more effectively meet its goals. 

General Description of the Program 

Most SBHCs in Baltimore arc staffed by: 
Full Time: - • Part Time: 

Nurse Practitioner Physician 
or Physic!^ Assistant 

School Nurse Other Nurse Practitioners 

Mental Health Counselor Substance Abuse Counselors 

Medical Office Assistant Case Managers 

Health Aide Nutritionists 

Training Staff Members 

The city health department provides professional training on HIV/ AIDS. 
STDs and pregnancy prevention to center staff involved with the program. In 
general, personnel are required to have previous adolescent health training and 
experience. 

Students With Insurance (1989) 

Medicaid: 33% 
Hospital insurance: 27% 
No health insurance: 40% 
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SBHC Enrollment and Visitation 

Enrollment: 

Total number enrolled: 

Approximate number visits: 

Percentage of enrollees who used the 
centers: 



65% 
4.908 
13.581 

71% 
9% 



(1990-91) 
(1990-91) 
(1989-90) 

(1990-91) 
(1989-90) 



Percentage of visits for familyplannlng: 

Requirements for Student Participation 

Parents are asked to sign a consent form that lists all sendees provided by 
the center: a signature indicates permission for the student to receive any 
services listed. Students may also receive confidential services without parental 
consent, including diagnosis and treatment for STDs and pregnancy-related 
care, per state law. 

Number of Parents Declining Consent 

These data are not available; some parents do not return the form for 
enrollment because they wish to use only private medical services. 

Fees 

Fees are assessed to parents for non-confidential services, per state 
guidelines. 

Services Provided In the Primary Health Care Centers 

♦ General primary care 

♦ Annual comprehensive health assessments 

♦ Sports physicals 

♦ Laboratory tests 

^ Chronic illness management 
^ Gynecological examinations 
^ Immunizations 

♦ EPSDT screenings 

♦ Prescriptions 

^ Dispensation of medications 

♦ Referrals for prenatal care 

♦ Diagnosis and treatment of STDs 

♦ Diagnosis and treatment of minor injuries 

♦ Assessments and referrals to the community health care system and 
to private local physicians 

Counseling/education services 

♦ Sexuality education in the classroom setting 
^ Sexuality counseling 

♦ HIV counseling 

♦ Information or counseling on condom use 

♦ AIDS education in the classroom 
<^ AIDS cducaUon in the SBHC 
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Family planning services 

<^ Birth control counseling 

❖ Examinations for birth control dispensation 

^ Condom, foam and oral contraceptive dispensation 

<^ Birth control pill prescriptions 

❖ Contraceptive referrals 

❖ Follow-up on contraceptive use 

❖ Counseling referrals 

❖ Pregnancy tests 

Requirements for Participation in Contraceptive (Condom) 
Availability Program 

❖ students must be enrolled in the school served by the center. 
<^ Enrollment in the primary health care center is not necessary. 

Students must come in for coimsellng in conjunction with the initial 
visit for contraception. 

Availability of Condoms and Counseling 

Condoms are available during each schooFs SBHC hours and one day a 
week during the stimmer vacation. Counseling and condoms are provided by the 
school nurse, health center nurse practitioners, health center aides and city 
health department personnel. 

Compliance 

staff assess student's use of condoms during regular follow-up consulta- 
tions. 

Number of Condoms Available Per Visit 

If a student requests condoms, he or she can receive up to 10 per visit. The 
total number of condoms used by the program for the 1990-9 1 school year was 
21,930. 

Cost of Condoms 

The state health department provides condoms for the Baltimore SBHCs at no 
cost to the city. 
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CPO 1993— ATTACHMENT VIII. III. A. 2 



Parent Survey Responses 

Bringing Parents Into School Clinics: Parent 
Attitudes Toward School Clinics and Contraception 



Tabic !• Parents' Radng ot Baltirnore Cty School Cinxcs Expressed as Perccna^es (n 


- 262r 






cxcetlent 


v«y ^ood 


3a(»tactory 


Poor or v«y poor 


Don't know 


Quality or care 




36 


n 


<1 


32 


SiMti (NP. nurse. MD) 




37 


5 


0 


30 


Th9 way statt communKates: 












with parents 




34 


12 




29 


w\th students 




39 


10 


I 


2S 


Condition in the hcaith suite 




25 


U 


<l 


44 


Ovmil ranng 


25 


36 


IZ 


I 




Overail raan; if 




37 


14 


I 


13 


Parent reported pnor vercai contact with 


35 


dime' 








I 


38 


No pnor verbai contact 


16 


34 


10 



'Rows do nor tocai 100% because oi rounding. 

*\(osc pnor vero*! contact represents leicphone contact. 



Table 2. Parental Acceptance ot Contraception through 
Saitimore Qtv School Qinics Expressed as Percentages 
[n - 262r ' 





Yes 


No 


Don't know 


School Health Clinic should provide 








Students v^th prescnpnons for 


63 




10 


BCP*/condOfns 


27 


Students with BCP/condoms at the 








school dtntc 


63 


30 


7 


Boys with condoms* if already 








sexually active 


ra 


14 


10 


Oris with 8C?/condofns, if 








already sexually active 


o 


17 


7 


Your child with BCP/condoms. if 








already sexually active 


ro 


23 


7 


Students with BC?/condoms* if 


03 






parent fives permission 


3 


4 



•Ro%vs do not total 100% because of rounding. 
*Blith control ptlls. 



Santelli, John, M.D., et al. "Bringing Parents Into School Clinics: 

Parent Attitudes Toward School Clinics and Contraception," Journal 

of Adolescent Health, Vol. 13, No. 4, June, 1992. Used with permission. 
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B. Portland, Oregon: Strategic Planning for Policy Change 

There arc seven SBHCs in Multnomah County, Oregon, the county in which 
the city of Portland is located. Five of the centers are supported exclusively with 
Multnomah County funds and two with funds allocated by the Oregon State 
Legislature. 

Prior to a policy change in Portland in 1992, Oregon Health Division policy 
stated that SBHCs could not procure or dispense contraceptive materials or 
devices. 

Chronology , 

1986. First SBHC opens through cooperation of Multnomah County Health 
Department and Portland Public Schools. An agreement between the two 
prohibits on-site dispensing of contraceptives. 

1987. Three additional SBHCs open. 
1988-1989. Three additional SBHCs open. 

March 1992* The health department and the Portland School District changes 
the policy to allow on-site condom availability. 

Community Involvement in Service Expansion 

Prom 1986 - 1992 the Health Department built community support for the 
SBHC program and expanded services through: 

♦ Assessment of the Advocacy Environment 

Identification of individuals and groups likely to support and oppose 
the proposed policy change, and the themes likely to emerge in 
public discussion. 

Role of Parents and Community-Based Organizations 
The contraceptive access issue was first raised publicly by parent 
advocacy groups. The health department was able to remain in the 
role of supporting a proposal firom the community. 

^ Aggressive Media Campaign 

Spokespeople for the health department and community were 
identified; two to three primary messages on adolescent health were 
developed for dissemination through the media; public afiialrs 
programming was pursued to Increase public understanding of teen 
health issues. Media outreach was stepped-up prior to release of the 
survey results. 

<^ Use of Public Opinion Surveys 

A community-wide poll that indicated broad support (60 percent) for 
on-site condom availability was the basis for the policy change. 
Public opinion survey results had been used twice previously by the 
health department before implementing policy changes. In all three 
Instances, the surveys docimiented support for a c^ontroversial 
program and neutralized the efiect of the opposition. 

Community debate and an independently conducted opinion poll indicat- 
ing 60 percent approval for the expanded program enabled the health depart- 
ment and Portland School District to change the policy with minimal conflict. 
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School District-wide Poll 

The school district commissioned a poll to assess community support for 
a condom availability program as part of school-based health center services. 
Focus groups were conducted to identify which issues to address in the 
questions. (Small but adequate sample size surveys can be conducted for 
$3,000-5,000, or less if there are universities available and willing to conduct 
public interest work at no cost Large sample size surveys like the one conducted 
in Portland can cost up to $25,000.) 

A telephone survey was conducted of randomly selected Portland School 
District adult residents Tadults"), parents and students during January 1992. 
Interviews were conducted with 300 adults and 750 each of parents and 
students from lists provided by the District. All responses were calculated to a 
95 percent confidence level. 

The survey found that SBHCs have wide support in the community. There 
was more support for making condoms available than for making oral contra- 
ceptives available. Residents pcirticularly endorsed a condom availability pro- 
gram intended to prevent the spread of STDs. Residents favored abstinence 
counseling before a student can acquire a condom. (See Attachment m.B.l for 
the survey summary.) 

The results of the survey were released with the announcement of health 
center service expansion to include condom availability. The School Superinten- 
dent based his decision. In paiU on these results. This process made it easier to 
represent the public, limit the media furor, neutralize the hi^-vlsibility organiz- 
ing tactics of the religious right and undermine complaints of exclusion by the 
opposition. After the survey and proposal were released, further opposition died 
down. (See Attachment in.B.2 for the school's news release and statement. 
Attachment in.B.3 for editorial response to the announcement.) 

Health Center Staff 

Each SBHC is staflfed by trained professionals experienced in adolescent 
health care. Staff are hired not only for their technical expertise but for their 
concern about teenagers* well-being. Centers use a nurse coordinator/ nurse 
practitioner/ receptionist stafiQng model to maximize on-site care. 

Consent for Care 

According to Oregon law, students age 15 and over may obtain health 
services without parental consent; however, all centers strongly encourage 
students to Involve their parents In their health care. Each site provides 
information about its services and sends consent forms to parents. 

Oregon statute permits a person of any age to receive family planning or 
STD treatment without parental consent Students under age 14 must have 
parental consent to receive all other center services. 

Visitation to All Seven Centers (1990-91) 

Total users: 4,223 
Total visits: 18,640 

Percent of students enrolled using services: 50% 
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Health Center Hours 

Allowing for Individual variance, centers are open from approximately 8 
a.m. to 4 p.m. every school day. Most programs are closed to students part of one 
day to allow for meetings, paperwork and planning. Students are seen on both 
a scheduled and drop-in basis and can access the center on their own or through 
referrals from teachers, coxmselors or school nurses. When possible, staff 
schedule appointments before and after school, or during lunch and break 
times. 

Services Provided (1990-91) 

Acute Visits (29 percent of all visits) 

♦ Injuries 

♦ Infections 

Non-Acute/Chronic (14 percent of all visits) 
^ Anemia 

♦ Skin disorders 

♦ Diabetes 

♦ Hypertension 

Reproductive Health (32 percent of ail visits) 

♦ Menstrual disorders 

^ Sexually transmitted disease 

♦ Family plaiming 
<^ Pregnancy tests 

♦ Prenatal care 

IVIentciI/Emotional Health (15 percent of all visits) 

< Relationship problems 

♦ Depression 

< Eating disorders 

♦ Abuse 

♦ Trouble at home 

Health Promotion (10 percent of all visits) 

♦ Nutrition 

^ Smoking cessation 

♦ Health screenings 
^ Immunizations 

♦ Athletic physicals 
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C. Chicago, Illinois: Case Study of a Prevention Model 

The Ounce of Prevention Fund In Chicago promotes the well-being of 
children and adolescents, and works with families to reduce the causes of child 
abuse and neglect. Toward these objectives, the Fund administers adolescent 
health centers in three public senior high schools in the city of Chicago. The 
program model incorporates both a comprehensive primary prevention compo- 
nent and an intervention program for parenting teens. Schools were chosen 
based on a needs assessment examining rates of poverty and teen pregnancy 
rates as well as available community health care and local interest in a school- 
based health center. The Fund's complete program. Toward Teen Health.** 
includes the three adolescent health centers, as well as an educational primary 
prevention program in seven elementary schools which feed into the three 
secondary schools. 

Primary Program Goals 

<^ Provide comprehensive health care to adolescents in underserved 
communities. 

❖ Reduce the risk of low birth weight for babies bom to teenagers. 

❖ Reduce the risks of adolescent pregnancy and too-early 
childbearing. 

Chronology 

1985. First adolescent health center opens. 

1986. Second adolescent health center opens. 

1987. Third adolescent health center opens. 



Adolescent Health Center Staff 

Full time: 

Nurse Practitioner/ Site Manager 
Medical Assistant 
Health Educator 
Social Worker 
Administrative Assistant 



Part Time: 

Physician: minimum three half-days per 
week 

Medical Director: shared between three 
schools 

Training Staff Members 

Health center staiOf must have experi- 
ence and/or training in working with 
adolescents. The prevention model also 
incorporates a commitment to periodic 
in-servlces, as needed, on issues per- 
taining to the health of adolescents. 



Requirements for Student Enrollment 

Students must be enrolled in the SBHC school. Parents are asked to come 
to the school and sign a one-time consent form listing all services provided. This 
gives parents the opportunity to check-ofif services they do not want their child 
to receive. A signature indicates permission for students to receive any of the 
services except those restricted by the parent. The parents may change their 
form at any time. 
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Survey Siunmary 

The results of a recent survey of Portland Public School District 
residents, parents and students re;ealed that: 

Student health clinics in Portland public high schools are widely 
embraced by the community at large {85% good idea versus 12% not a 
good idea) and by parents (83% good idea versus 13% not a good 
idea). Student health clinics are even more popular with students 
(93% good idea versus 5% not a good idea). Furthermore, even a 
majority of residents, parents and students who opposed the 
distribution of condoms or birth control pills felt it was a good 
idea to have student health clinics in Portland public high 
schools. 

The dispensing of condoms by school nurses or nurses at student 
health clinics is approved by a majority of Portland public school 
district residents (63% favor versus 32% oppose), parents (60% 
favor versus 32% oppose) and students (77% favor versus 16% 
oppose). Condom distribution was favored by parents of students 
in all ten Portland high schools. 

The dispensing of birth control pills in Portland public high 
schools is not as popular but is, nevertheless, acceptable to a 
majority of residents (52% favor versus 43% oppose), parents (50% 
favor versus 41% oppose) and students (64% favor versus 25% 
oppose). Interestingly, residents under age 55 embrace the 
dispensing of contraceptives in Portland public high schools, but 
residents over 55 are opposed to such distribution. 

The distribution of contraceptives to help prevent the spread of 
sexually transmitted diseases like gonorrhea, syphillis and AIDS 
. is strongly endorsed by residents (72% favor), parents (72% favor) 
and students (89% favor). Requiring students to seek abstinence 
counseling before they receive contraceptives is equally important 
to parents (71% favor) and more important to them than to either 
residents at large (63% favor) or students (62% favor). Other 
considerations related to the distribution of contraceptives that 
resonate favorably with both residents at large and parents are 
the realization that users of student health clinics in Multnomah 
County experience a lower birth rate than non-users in the county 
(66% residents, 68% parents) and that a majority of students 
seeking family planning services from school based health centers 
have been sexually active for some time (64% residents, 67% 
parents). 
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Requiring parental approval before a student could receive condoms 
or birth control pills was more problematic to both residents at 
large and parents of students in Portland public high schools. For 
residents at large, the parental approval requirement evenly 
divided the community for (46%) and against (48%). A majority of 
parents '(52%) endorsed the parental approval requirement, while 
over four-in-ten (42%) opposed it. Interestingly, the parental 
consent requirement diminishes the support of some who favor 
contraceptive distribution and increases the support of some who 
oppose dispensing of contraceptives. Some supporters apparently 
don't want parents involved, while some opponents believe parental 
involvement justifies distribution. 

In another question about parental consent that tests the 
conditions under which parents should be notified before students 
receive condoms or birth control pills, a plurality of parents 
(49%) believe there were some cases in which parents should not be 
notified. Over four-in-ten (43%) thought parents should always be 
notified before students were given condoms or birth control 
pills. 

Finally, in the opinion of residents at large, the effect of 
distributing condoms will be to increase students personal sexual 
responsibility (52% increase, 32% no difference) . Parents are 
slightly less convinced that the distribution of condoms will 
increase personal sexual responsibility, but they nevertheless 
agree (45% increase, 33% no difference). With regard to the 
effect distributing condoms would have on the rate of pregnancy 
and sexually transmitted diseases, both residents (68%) and 
parents (62%) think it will decrease. At the same time, community 
residents (64%) and parents (62%) think the sexual activity among 
Portland's high school students will not be affected by the 
distribution of condoms. 
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WEDNESDAY. FEBRUARY 12. 1992 

Condoms not enough 

Add birth-control piils to the ''safer-sex" serAces 
directly distributed Ijy county's teen clinics 



Portland School District 
Superintendent Matthew 
Prophet's decision to allow 
county-nm health clinics at 
Portland high schools to distribute 
tret condoms was a wise move. 
*- Haalth-dihic staffs will tie condom 
(iistribution to ai)stinence counseling 
^at will stress the "no sex is the only 
truly safe sex" message. The battle 
against AIDS and other sexually 
^^ntmitted diseases will be ibugbt 
the way tt should be fought with all 
available weapons. 
' Bui Prophet's decision against 
altowing on-site distribution of birth- 
control Pills retains a barrier in the 
tight against another malor public 
health problem, teen-age pregnancy. 
: Although other prescriptions writ- 
ten by nurse practitioners are deliv- 
ered to teens at the student clinics, 
girls must go off-campus to pick up 
birth-control pills. 

• This hypocritical, arm's-length 
approach costs girls, and society, 
dearly. Since the girls don*t come 
back to the student health center to 
pick up their pills, they don't receive 
the additional advice about how to 
use birth-control pills and a repeated 
warning about the risks associated 
with any sexual activity delivered by 
their own clinician. 

* Clinic staAs also have found that 
ihany girls don't get their prescrip- 
tions filled. Ninety percent of the 
feens who seek birth-control advice 
firom the student health cUnics have 
^n sexually active for at least a 
year. So It's unlikely those unfilled 



prescriptions represent a decision to 
abstain from sex. Rather, they repre- 
sent girls who face a greater risk of 
becoming pregnant 

Allowing direct distribution of 
bhfth-control pills is not an easy deci- 
sion. The district's public-opinion 
survey found that S2 percent of dis- 
trict residents £avor pUl distribution 
while 43 percent oppose iL By con- 
trast, 63 percent of residents favored 
condom distribution while only 32 
percent opposed It 

StiUt teen-age girls would be bet- 
ter served by direct distribution of 
birth-control pills. This doesn't mean 
that parental concerns should be 
Ignored. Parents should be given an 
opt-out option. They should bo 
allowed to notify the student health 
clinics in advance that they do not 
wish their children to receive birth- 
control services. 

Wise parents would exercise that 
option judiciously, nxui^itlzhig Uiat 
protected sex is better than unpro- 
tected sex if ttieir children choose to 
disregard their pleas for abstinence. 
The discussion of how best to pro- 
vide birth-control services to teens 
shouldn't end with this week*s con- 
dom decision. The Multnomah Coun- 
ty health department and Portland 
Public Schools wUl want to revisit 
the issue periodically. 

Other county health departments, 
school districts and parents also 
should tackle these questions. The 
need to prevent teen-age pregnancy 
and sexually transmitted diseases 
demands it. 
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SBHC Enrollment and Visitation (1990-91) 

Enrollment (as a % of student body): 

Total number enrolled: 

Approximate nimiber of visits: 

Percentage of enroUees who used the 
centers: ^ 

Percentage of services delivered related 
to family planning: 



2.674 



6.400 



77% 



64% 



19% 



Location and Hours 

The centers are located in the main school building and are open 8 a.m. 
through 4 p.m. weekdays, during the summer and teacher in-service days. 

Fees 

There are no fees charged. 
Services Provided by tiie Adolescent Healtti Centers 
Medical and Other individual Services 

Health Promotion (26 percent of mil services) 

^ Physical examinations 

❖ Psychosocial assessments 
^ Immunizations 

Minor Illness and Injury Diagnosis and Treatment (18 percent of all visits) 

Chronic, Non-Acute Diagnosis and Treatment (6 percent of all visits) 

Anemia 
<^ Asthma 
<t Bronchitis 

❖ Dermatitis 

❖ Fatigue 

❖ Hypertension 

❖ " Obesity 

❖ Vitamin deficiency 

❖ Weight loss 

Mental Health (16 percent of all visiU) 

❖ Individual, family, relationship counseling 
<^ Consultations 

❖ Crisis intervention 

❖ Child abuse reports 

Family Planning (19 percent of all visits) 

❖ Counseling 

❖ Provision of contraceptives 

Reproductive Health (19 percent of all visits) 

Gynecological services 
<^ E^egnancy tests 



ERLC 




SCHCX)L-BASED 
HEALTH CENTERS 



♦ Prenatal/postnatal care 

♦ Sexually transmitted disease treatment and diagnosis 
Health Education and Group Services 

Classroom Presentations (75 percent of all services) 





First Aid 




Self-esteem/decision-making 




HIV/AIDS 




Nutrition 




Physical abuse 




Asthma 




Substance abuse 




Elxercise 


<• 


Reproductive systems 




Contraception/abstinence 




Sexuality 




Sexually transmitted diseases 




Stress management 




Goal setting 




Drop out prevention 




Date rape 




Methods of communication 


❖ 


Hypertension 




Personal hygiene 



Specifid Programs (15 percent of all services) 

❖ AIDS prevention 

❖ Fitness 

❖ Yoimg men's peer group 

❖ Prenatal care 

❖ Parenting 

❖ Young women's peer group 

Community and School Outreach (10 percent of all services) 

❖ Health fairs 

❖ School council participation 
<• Feeder school presentations 
<• Teacher in-services 

❖ Health center open houses 

❖ Blood pressure screening day for parents 
Information booth at report card pickup 

Requirements for Participation in Condom Availability 

Parental consent is required, as students must be enrolled in the health 
center to receive condoms and parents sign a consent form upon enrollment. 
Counseling is required when students obtain contraceptives » including condoms . 
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Condoms and Counseling Availability 

Condoms are available during all center hours. Counseling and condoms 
are provided by nurse practitioners, physicians, social workers and health 
educators. 

Follow-Up Care 

Both oral contraceptives and condoms are available on a limited basis, with 
an appointment, physical examination and psychosocial assessment required 
during a student's initial visit. Regular medical follow-up represents a standard 
component of the prevention model used in this program. When students visit 
the health center and request condoms, they must receive counseling at the 
initial as well as each subsequent visit regarding abstinence and the risks of 
sexual intercourse. When young women request oral contraceptives at the 
health center, they receive counseling about using condoms, in addition to oral 
contraceptives for protection against STDs, Including HIV. 

Number of Condoms Available Per Visit 

A student requesting condoms may receive up to six during a visit. 
Funding 

Condom availability is a component of the preventive health model guiding 
each of the three adolescent health centers in the Ounce of Prevention Fund 
program. Funding for the health centers is provided by private foundation and 
public funds, including contributions firom the Illinois Departments of Public 
Health and Public Aid and Medicaid reimbursements. Condoms and other 
contraceptives, however, are purchased with private funds only. 

Components of Success 

Those aspects which have enhanced the success of this intervention model, 
with its contraceptive availability component are: 

^ An ongoing commitment to community outreach, including 

continued Involvement of local school boards and school councils. 

^ A strong emphasis on health education, including Involvement in 
the school curriculum and other group and individual education 
services. 

❖ The use of a prevention model specially designed to address high- 
risk behavior, unnecessary morbidity, low birth weight and too-early 
childbearing. 

Notes 

^Baltimore City Health Department, "Comprchenstve School Health Services Program: Baltimore City 
School-Based Clinics Histoiy.* revised December. 1991. 
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L ADOLESCENT SEXUALITY 
A. Organizations 

The Alan Guttmacher Institute 
111 5th Avenue 
New York. NY 10003 
(212) 254-5656 

American College of Obstetricians & Gynecologists 
Resource Center 
409 12th Street. SW 
Washington, DC 20024 

American Social Health Association 
P.O. Box 13827 

Research Tttangle Park, NC 27709 

Herpes hotline: (919) 361-8488/AIDS hotline: (800) 342-2437 
Spanish-speaking AIDS hotline: (800) 243-7889 
STD hotline: (800) 227-8922/For the deaf: (800) 344-7432 

Association of Reproductive Health Professionals 
2401 Pennsylvaxila Avenue, NW 
Suite 350 

Washington. DC 20037-1718 
(202) 466-3825 

The Center for Population Options 
1025 Vermont Avenue, NW, Suite 210 
Washington, DC 20005 
(202) 347-5700 

National AIDS Information Clearinghouse 
P.O. Box 6003 
RockvUle, MD 20850 
(800) 458-5231 

National Family Planning and Reproductive Health Association 
122 C Street, NW 
Suite 380 

Washington, DC 20001 
(202) 628-3535 

National Organization for Adolescent Pregnancy and Parenting 
442 lA East-West Highway 
Bethesda, MD 20814 
(301) 913-0378 

Planned Parenthood Federation of America 
810 7th Avenue 
NcwYork, NY 10019 
(212) 541-7800 

Sex Information and Eklucatlon Council of the U.S. 
130 West 42nd Street 
Suite 2500 
NcwYork, NY 10036 
(212) 819-9770 
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